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I'jlOM 

The MEMBERS op the 

AD ROC COMMITTEE on MATERNITY and 

CHILD WELFARE, 


To 

The CHAIRMAN, 

CENTRAL ADVISORY BOARD OF HEALTH. 

Dated Simla, the 10th October, 1938. 


Sra, 

We have the honour to forward herewith for presentation to 
the Central Advisory Board of Health our report on Maternity 
and Child Welfare work in India, which has been prepared in 
accordance with a decision made by the Board at its meeting in 
June, 1937. 

In planning the report, the first step to be taken was the pre- 
paration of a questionnaire divided into sections which together 
covered the whole field of our enquiry. Copies of the question- 
naire were circulated to all those whose experience was likely to 
be of value to us and the statistical section, which had been drawn 
up with particular care, was made the subject of special reference 
to nil provincial medical and public health departments. It was 
hoped that the replies from official organisations would provide 
fairly accurate figures susceptible of analysis and capable of pre- 
sentation in such comparative form as would permit reasonably 
sound inferences to be drawn. We regret that our hopes in this 
direction have been to a great extent frustrated. 

It was indeed quickly brought home to us that in many cases 
little care lmd been taken in preparing the replies to the question- 
naire and that the statistical material given under the different 
headings had been given little consideration before it was written 
up. The result was that the consolidated tables which were pre- 
pared from this material have been excluded from our report 
because they were found to be largely valueless for our purpose 
and we have been compelled to depend largely on material made 
Lsrnc 
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Maternity and Child Welfare Work in India. 


CHAPTER I. 

HISTORY OF THE MATERNITY AND CHILD WELFARE MOVE- 
MENT.* 

Development at the Centre. 

1. The maternity and child welfare movement began in this country 
in the second half of last century, following closely on the establishment 
of women’s hospitals by Missions and by the Dufferin Fund Medical 
work amongst women early led to realisation of the conditions attending 
childbirth in India. These pioneer medical women were only too fre- 
quently faced with tragedy arising from the fact that childbearing and 
labour were conducted in unsuitable surroundings and by unskilled 
attendants m the form of indigenous or hereditary dais. Because the 
dm seemed to be the easier problem, the earliest efforts to raise the standard 
of midwifery were directed towards improving her methods. 

The first training classes for dais were held about the middle of last 
century. The earliest teachers were men whose “ praiseworthy efforts to 
teach the dais their business was no doubt looked upon by the pupils as both 
shocking and presumptuous.” These efforts were soon abandoned, because 
of failure to change the dais’ dangerous practices. ” In 18G6 a Civil Sur- 
geon, Dr Aitchinson, opened a class for dais at Amritsar which struggled 
on through many vicissitudes and changes of teacher and became in the 
eighties the well-known Amritsar Daw School of the Church of England 
Zennna Missionary Society under Miss Hewlett.” 

Miss Hewlett was not only able to command the respect of the dais 
and to win their confidence and friendship, but she had the foresight to 
realise that training must be followed by supervision. The success of the 
Amritsar scheme led to the formation of similar classes in other areas and, 
Carnally spenking, the attempt to train dais continued in desultory and 
sporadic fashion until the beginning of the present century when the 
establishment of the Victoria Memorial Scholarships Fnnd in 1903 gave 
impetus to the safer midwiferj' movement. 

The Victoria Memorial Seholarsliips Fund was founded by Lady 
Cur7on following her appeal Tor money to he devoted to the improvement 
of conditions of childbirth. The object of the Fund laid down at its 
inauguration was 11 to train midwives in the female wards of hospitals and 
female trainin g schools in such a manner as will enable them to carry on 
•Fee ** Work of r>r<l>r*t women In Indis ” by Palfour »nd Young. 



their hereditary calling in harmony with the religious feeling of the people 
and gradually to improve their traditional methods in the lights of modern 
sanitation and medical knowledge.” In order to induce the midwivea 
to take a course of training, it was proposed to ‘give them scholarships for 
the period concerned. In addition, qualified female teachers who under- 
stood the vernacular were to be sent to outlying districts and fees would 
be paid to midwhes who attended a course of elementary instruction 

At this stage, the women’s hospitals were the only institutions in a 
position to undertake the training of midwifery pupils and the administra- 
tion of the Victoria Memorial Scholarships Fund was entrusted to the 
Dufferin Fund Committee which had been founded in 28S5 with the object 
of providing female medical aid to the women of India. The establish- 
ment of the Victoria Memorial Scholarships Fund followed closely upon 
the passing of the first Midwives Act in England in 1902. 

Efforts to promote the safety of motherhood preceded the adoption 
of measures to safeguard health during infancy and childhood, but in the 
early years of the present century the first welfare centres in India werO 
opened by enthusiastic voluntary workers, who had been in touch with 
social movements in the west and were genuinely perturbed by the needless 
suffering and mortality amongst infants, young children and their mothers 
These centres were originally staffed by nurses or midwives, but it was soon 
realised that if the work was to be educational and preventive, a special 
class of worker, similar to the health visitor in England, would have to 
be trained Many applications for trained workers of this kind were 
received by the Dufferin Fund office, but the demand could not be met ns 
no training schools were in existence. The Dufferin Fund office, encour- 
aged by the Secretary of the Education Department, Government of 
India, formed an Association for the Provision of Health Visitors and 
Maternity Supervisors, and. assisted by n grant of Us. G,000 from the 
Government of India, this Association w’ns enabled to open a health school 
in Delhi in 191 fi. It was a bold venture, because funds were limited and 
the future position was uncertain, but the plan was sound and the faith of 
the promoters has since been aniply_ justified In the same year. Lady 
Chelmsford, on her arrival in India, immediately interested herself in tho 
welfare of the women and children of the country Lady Chelmsford first 
sought the help of provincial Governments as she proposed to finance the 
work from governmental funds, but whilst the Governments were sympa- 
thetic. they did not see their way to promi-c financial aid. A public appeal 
was, therefore, launched in 1919 and the Lady Chelmsford All-India League 
for Maternity and Child Welfare was founded the following year. The 
original objects of the League were to give grants-in-aid to welfare centres, 
to produce propaganda material, to publish a quarterly journal, to appoint 
4 travelling organiser, to stimulate interest in maternity and child welfare 
to give technical advice to the voluntary committees already at work 
t parts of the country. 

' ’ -India Maternity and Child Welfare Exhibition held in Delhi 
a further important stimulus to the new movement The 
•stonily organised by the office of the Dufferin Fund, 
w*.« first mooted hr the Association of Medical Women 
were received from all parts of the ccmntrv and the 
o w-s neirr in dfbt. whilst the resulting d«- 
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#minsti"n of infemstif'n tn of th<* I'ooibilitic'* of maternity and 

child welfare worl hd t" mrled inprvwjrent in the i'ryani*ati<’n nntl 
verhing of the exiting welfare rmtrva. 

The maintenance of tl e r^urj central i ffi~c and »"n!T mule n heavy 
innvtl cn the rvh-.tiwly small in^in *• cf the I .ad* (Teln*f(«rd l.***gue Fund 

hi onler to literate fund* frr 1 <"M wrrh. the of.’. *e» ».f the 

1 ^-ijji fhch- *fi»n! Ijripue ami tie DufTrrin Fund were r« t il'it.-d and the 
Scc-Vtary of i!j(* ita'Tcrm Fund I oxer the dntK* of Itenerary SrcrrUry 
cf the I .aily O el:..tfi rd League Fund TIi*- Victoria Memorial Fel.elandslpi 
Fund, ju welt at tie A*.* **:ati*ti fer tl.e l’nmenn of Health Visitor* and 
Mateniitv . k '.t|<ni*'r*, was M*<» administered fn>-i the Uniterm office 
art! n jpevirl nffr wa.* *;•]> ..Med t-» *»».♦! the Chief Medir-il Officer, 
Woto^n Mnlie*| Ser*iee, in tl mr administration anil m the t>rg mis'll (on 
cf tli* *r i 'nice* 

During l'*l l-l**!*-. the Indian lied Cr<e» Society had adde>l con* 
fillcrjiM) In It* fund* and. after J-eae** wa» r*tabli»l.ed. the S**ejrtj l-egan 
to I'rfl rotind for eilyeet* tn which it* irrre*.*^d income inirU legitimately 
be devoted. Matenutj and el.lhl welfare keemed to l«e n suitable field 
for tin* juirpow. but m order to Moil oxer-lapping, tie Maternity and 
Child Welfare Bureau. Indian lied Cpe* S.-iety, ns* established in 
Jl'ffiJ and to-d. mer the management of all er»mti**« mneeniol with 
mateniitv ai.d child welfare Tie administrate n of the Victoria Memo- 
rial Scholar'll!!** Fund rnd the Lndv Chehi^fonl league Fund (Incor- 
porating the A«.*< •nation for the Pmsjvon of Henlth Visitor* and 
Maternity Siij>eni‘fr«) 1*111 entrusted to the Jturenti. Hr. Until Young 
being appointed the fin*. Director. This amalgamation wn* of undoubted 
advantage to the moirmcnt in India ; the Indinn lied PmM Society hat! 
Loth fund* and local machinery in it* jwovincial nnd di'lriet brniirbe*. 
whilst the Duffcrin Fund provided additional money and the service* of an 
expert technical ndvi*er. 

Army child welfare work had hy this time n1*n come into being, the 
limited income available, which was mainly derixrd from the Commander* 
in-Cliief’* fund for unforeseen expenditure, being administered by n 
voluntary committee. Limited fund* and the lack of technical guidance 
handicapped progress anil in 19*11 the Army Child Welfare Committee 
nnd the Maternity and Child Welfare Iltireau agreed to amalgamate. The 
Maternity and Child Welfare Bureau took mer the technical Mipervi*ion 
of the work, along with the income, from the Lady Birds' ood Fund for 
Arms Child Welfare and assumed a certain degree of responsibility for 
arms child welfare. Civil and army child welfare were thus brought 
tinder the control of n single central office 

The opening of the All-India Institute of Hygiene nnd Public Health 
In Calcutta provided the opportunity for which those most intimately 
concerned with maternity nnd child welfare had long been looking The 
Chief Medical Officer of the Women’s Medical Service drew up nnd sub- 
mitted to Onvcmment a scheme for a diploma in maternity and child 
welfare. It was agreed that one of the six sections at the Institute should 
be devoted to maternal-child health nnd the first diploma course was held 
in 1933-31 From 1933 until 1937, the DufTcrin Fund gave the free services 
of u member of the . Women's Medical Service ns Professor of Maternity 
and Child Welfare in the Institute, since when the Central Government 
have resumed responsibility for filling that past. 



Two recent events bear testimony to the widespread concern felt in 
respect of the continuing high maternal and infantile mortality rates in 
this country. 

At the annual conference of Medical Research Workers held in 
Calcutta in December, 1935, a resolution was adopted which recommended 
the establishment of an ad hoc committee to advise on research into the 
problems connected with maternal mortality and morbidity. This com- 
mittee met for the first time early in 1936 and, during the same year, 
tinder the auspices of the Indian Research Fund Association", the first 
of a series of investigations into the incidence and causes of maternal deaths 
was started in Calcutta. A second investigation was later begun in 
Bombay. The information yielded by these purveys may he expected to 
provide data on which the planning of sound and effective preventive 
schemes can be based with some confidence. 

The second event was the decision made by the Central Advisory 
Board of Health at its inaugural meeting to appoint an ad hoc committee 
which should review the whole maternity and child walfare position in 
India and report to the Board The pres .eat report has been prepared in 
accordance wilh that decision. 


Development in the Provinces. 


2 The history of the maternity and child welfare movement in the 
provinces is more or less similar to that at headquarters. Isolated welfare 
Centres and dais’ training classes were in the first instance started by 
voluntary workers In some provinces, branches of the Victoria Memorial 
Scholarships Fund and the Lady Chelmsford League Fund were later 
established under provincial committees and these have mostly followed 
the example of headquarters and have joined forces with the provincial 
branches of the India T> "' r '~~ n Q control to hear 


oil nil voluntniy effor ' dhnr and Orissa, 

however, large and their individual 

identity, whilst both .*1 . have remained 

outside (lie scope of the Victoria Memorial Scholarships Fund The former 
hns aimed consistently and with considerable micccss nt abolition of the 
indigenous dai ; in the latter, the Lady Wilson Village Dai Improvement 
Fund takes the place of the Victoria Memorial Scholarships Fund. 
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fit and mg feature was the Hyderabad Dais’ Improvement Scheme started 
by Miss Piggott in 191S. This was not only important a« a great pioneer 
elfoit. but it has influenced the development of maternity and child 
welfare in Smd down to the present day. At various times, too, a 
bei of small maternity homes were opened, but, as the driving force ux 
many instances came from a single individual, most of these had only a 
brief existence 


The Smd Provincial Branch of the Indian Ked Cross Society was 
established in 1921 and its first maternity and child welfare activity was 
the opening, in 1924, of centies staffed by voluntary workers for the 
families of Indian troops in Karachi The first civil child welfare centre, 
with a nurse m chaige, was opened in 1925 in Kiarnari, an industrial 
village four miles from Karachi In 1926, Nawnbshah district was pro* 
•vided with a touring nurse, whose duties were to educate the mothers in 
regard to safe midwifery, to give lectures to dais and to attend midwifery 
ens-es Tins scheme achieved a certain degree of success and. later on. 
thiee additional touring nurses were appointed 

A Provincial Organiser was appointed by the Sind Branch of the 
Indian Bed Cross Society in 1930 to supervise and develop work through- 
out the province By this time, one welfare centre, two maternity homes 
and four touring nurses, who conducted an average of 10 cases each per 
annum, were being maintained. The Society, 'guided by the ‘-nceo'-s of 
Hiss Piggott’s Scheme, decided to concentrate on the training of indi- 
genous dais Clas<e.s for these women were started at Nawabshah in con- 
nection with the maternity home and at Mirpur Kims under a health 
visitor. The most successful scheme was that at SiikKur much, by 1937, 
had developed into a residential institution known ns the Lndr Graham 
Bed Cross Dais Training School 

(c) Madras — The history of the movement in Madras Presidency 
differs from that in other provinces in thnt^tho stimulus has frequently 
come from official sources As early ns I87.\ Government orders were 
issued requiring even - local fund board in the Presidency to employ a 
midwife, trained under rules laid down by Government, to teach native 
women (indigenous finis). Later orders { 1 879-9 ">) provided that a 
midwife should be employed in all local fund dispensaries and hospitals 
having womens ward-, and that detached hut pavilions shonld he evtab- 
lished for lying-in cases The response of the dais to this provision for 
their training was meagre and the profession has consequently parsed 
largely into the hand-, of a non -indigenous Mass of women These and 
pnVwpient Government order* kept lne a l bodies nhre to their responsi- 
bilities and paved the way for later developments * 


Tt>. Mwlw Corpornlim nod, efforts to introduce n sjotom of J,ome 
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is now possible for the staff to restrict attendance nt labour mainly to 
* booked ' cases. The Corporation a pends 11s. 1,82,510 annually on its 
maternity and child welfare services 

Voluntary \sork in the maternity and child welfare field started in 
1018 when the Madras Presidency Health Association was formed. 
Shortly afterward J , the Association "as dissolved, its i>cti\itics being 
taken over by the Madras Health Propaganda Hoard and the Madras 
Presidency Maternity and Child Welfare Association. The latter Asso- 
ciation under the leadendiip of Lady Willingdon encouraged mofnssil 
committees to open centres in charge of midwives and nurses. Financial 
assistance was given by the Association, but the mainstay was the local 
voluntary worker. 

In 1922, the Secretary to the Government of Madras convened n con- 
ference which was attended by the Director of Public Health, the Health 
OGiccr and the Superintendent of the maternity ami child welfare scheme 
of Madras city and reprcsentnti'es of various institutions and societies 
concerned with work amongst women and children. The conference re- 
commended the training of health \isitors nt the Corporation welfare 
centres, this to he in charge of the medical superintendent of the Corpora- 
tion centres The first course was organised by the Maternity and Child 
Welfare Association in 1922 and classes were continued on similar lines 
until 1929. As the students completed their training they were absorbed 
into the municipal scheme ; at that time, there was no demand from the 
niofuisil for health visitors 

From 1929-30. a health school was run by the Maternity and Child 
Welfare Association, but in 1930-31 it was closed for lack of a competent 
staff. A spceml division of the Provincial Branch of the Indian Red 
Cross Society, into which the Maternity and Child Welfare Association 
bad been incorporated, took over the School in 1931 and continued to main- 
tain it until March, 1938, when it was felt that the time had come for 
Government to assume responsibility for the training of health visitors. 
A training class under Government auspices was actually formed during 
the same year. With the closing of the Red Cross Health School and the 
banding over to the Corporation of the model centre, the Society Revered 
its connection with maternity and child welfare in the city. The voluntary 
funds thus liberated are being used to promote the training of Nursery 
School teachers. 

The Health Propaganda Board lias done invaluable work by pro- 
moting conferences on maternity and child welfare and the school medical 
Services, thus broadcasting information and broadening the outlook of 
all concerned with the health of the mother and her children The Board 
receives a Government grant-in-aid. 

In 1923, the Director of Public Health drew up a memorandum on 
maternity and child welfare which Government circulated to all local 
bodies urging them to make more use of their powers to provide for the 
health of mothers and children. The last paragraph of the Government 
•order reads : 

, “ The Government trust that local bodies as the responsible cus- 

. todians of the pnblic health of the areas within their respective 

jurisdictions, will lose no time in formulating and carrying into 
effect practical measures on the lines set forth in the memo- 
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rand um appended to this order All local bodies are requested 
to report through the Director of Public Health not later than 
the ill st December. 1923, the action taken by them on this 
order. The Director of Public Health 13 requested to bring to 
the special notice of the Government any instances in which ho 
considers that the action taken by a local body is not ade- 
quate.” 

The local authorities took little or no action to implement the recom- 
mendations made in the memorandum until more direct and more con- 
tinuous pressure was brought to bear on them by the creation of a maternity 
and child welfare department in the office of the Director of Public Health 
and the appointment of a woman Assistant to the Director of Public Health 
for maternity and child welfare in 1932. 


(d) Punjab — Dr Agnes Scott was the first to hold the appointment 
of woman assistant to the inspector General of Civil Hospitals, a postcreat-- 
ed by the Punjab Government m 1917. The first result of this appointment 
was the organisation of a Central Midvvives Board , the development of 
maternity and child welfare work was then taken up As it was felt that 
the need*, of the province would best be secured by the establishment of a 
school for the training of health visitors, in 1920 the seniees of two 
English health visitors were obtained for work in Lahore. In the -anio 
year, a centre vvn*> opened in Simla and placed m charge of a Delhi-tiaincd 
health visitor A provincial branch of the Lady Chelmsford League for 
Maternity and Child Welfare Mas constituted in 1922 and during the same 
year, aided by a grant from Government, the Punjab Health School was 
opened in Lahore. In 1923, the provincial bran<h undertook an aefivc 
propaganda campaign in order to extend its work and decided not only 
that all centre- must be inspected but that none should be eligible for 
finnneial assistance unless the Committee "ere s.Ttisfiod with its vvnil: and 
with the accommodation provided for the woman in charge. The woik 
of organisation and supervision was entrusted to the Prim 1 pa l of the 
Health St bool and, by 1921, five welfare centres hid been opened 

The first two courses of training for health visitors were held i n 
English, but ns the npplic ations for admission were few in number, the 
Cominitte* ihenhil to accept vernacular students for the third course hold 
in 1921-2.7 The response being no better, this experiment was not 
repeated. 
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Tins district branches of the League were, however, nmnlgnmntod in 19111 
•with tiie branches of the Indian i’od Pros-, Society and control of the 
centres was transferred to the latter organisation. 

The economic depression of 19110 nearly resulted in the closure of the 
Health School, but this decision was rescinded in response to a striking 
demand from the Legislate Council and the general public. Although 
expenditure iras drastically cm and grants-iii-md were reduced, the number 
of centres has nevertheless continued to increase slowly hut steadily. 

Dais* training classes, aided by grants from the Victoria Memorial 
Scholarships Fund, were held at all centres and, by 1930, the mtmliers pre- 
pared for the Indigenous Dais’ Certificate of the Punjab Central Mid wives 
hoard had become so lnrgc that the Government ordered the examinations 
to be conducted l»y the Public Health Department. Dais’ Kxnmination 
hoards were established in each district, examinations being conducted by 
tin* Principal of the Health School during her inspection tours. An 
Assistant Inspectress of Welfnre Centres, under the control of the Director 
of Public Health, was appointed in 193G. 

lly 1937, 89 welfare centres and a large number of subsidiary centres 
were at work 

(c) A’-U. F Proiincc . — Maternity and child welfare work began in 
the X.-W F Province in 1923 ns a result of propaganda initiated by the 
Lady Chelmsford League. In that year a woman sub-assistant surgeon was 
appointed for domiciliary midwifery by the Peshawar municipal committeo 
and a welfare centre in charge of a health visitor was opened under volun- 
tary auspices in Dera Ismail Khan. 

A dots’ training class was started in the Dcra Ismail Klinn centre and 
30 women eventually passed the Punjab Central Midwives hoard examina- 
tion From this class developed the Lady Bolton Dais’ Training School 
which was opened in 192G. The rfa»t live in the School for nine months 
and receive training in indoor midwifery and pre-natal work at the muni- 
cipal Zenana Hospital and in outdoor midwifery under the health visitor. 
By 1929, all the districts and many of the Agencies were co-operating in 
the “ better midwifery ” scheme by sending dais for training After the 
course, the dais return to their districts where they arc nttached to the 
small civil hospitals and dispensaries. 

In 193G, the health centre and the dais’ training school were taken 
over by Government and the period of training was extended to twelve 
months. In the same year, a second Government training centre was 
opened in Tcsliawar and placed in charge of an experienced midwife, whilst 
in Kohat, in 3937, a health visitor was appointed by a voluntary committee 
and a training class was started for local dais. 

Impetus has been given to this scheme by payment of Government 
subsidies to trained dais working in rural areas The Superintendent of 
the School tours the province to select dais suitable for training and to 
supervise the work of the trained women. During more recent yeais many 
applications for admission to the training schools have been received from 
better educated women. 

(0 United Provinces . — The maternity and child welfare movement 
began in 1923 under the auspices of the Lady Chelmsford League, the first 
centre being opened in Bareilly and the second in Allahabad, which became 
a training centre for midwives. By 1926, the number of centres in exist- 


cncc totalled 26. In 1923, the training’ centre was transferred to Lucknow, 
where a health school was opened for the training of health visitors. 
Because of lack of funds and the difficulty of finding employment for the 
health visitors, the health school was abolished in 1932, 

Amalgamation of the Lady Chelmsford League with the Indian Red 
Cro'-s (society took place in 1931. By 1933, there existed at least one centre 
at the lieadtplarters of each of the 48 districts in the province and, m addi- 
tion, 114 rural and 61 other urban centres had been opened, making a total 
of 223. At the present date, 293 maternity centres are at work, some of 
these being situated in remote hill tracts, where no skilled help other than 
that tfi'cnTiJ the assistant midwife is available In contradistinction, child 
welfare ecutics number only 18, the development of this work being 
hampered l*y the dearth of trained health visitors Considerable assist- 
ance has been gi\ en to the work throughout the pros nice by local com- 
mittees of women voluntary workers. 

In the initial stages, funds were small, but m 1926, the Government 
gave a grant of Its. 50,000 and for the lost four years the annual Govern- 
ment grant has been Its. 1,22,600 The total expenditure m 1937 amounted 
to Rs. 2,54,718, this including a grant from the Indian Red Cross Society, 
local conti ihutions and fees 

The training of indigenous dais has been carried out under the 
Victoria ilcmoiial Scholarships Fund, the women being still paid two 
annas for eaih lecture they attend and four annas for e\ery maternity case 
reported in tune to permit of its supervision by the health visitor In 
some districts grants from the Silver Jubilee Fund ha\c been set a-st.le for 
the training ot these dais and in the neai future it is hoped that the dair 
trained at welfare centres will be attached to Duffcrin Hospitals for a few 
months. 

The training of assistant midwives continues, about 23 women per 
annum being given instruction with fairly successful results. * 

In 1935. a grant of one lakh was received from the Silver Jubilee Fund 
for the construction in Lucknow of a health school for the training of 
health visitois, midwivos and dais. Various difficulties having been over- 
come, building operations nre now in progress 

(J 7 ) Ihhar and Onsso.—A* in other parts of India, maternity utid 
child welfare work has been an important development of recent 'ears 
although, so far, most of the activities nre still confined to district head- 
quarter* where the personal efforts of officials and their wives have iiro. 
Tided the impetus. 1 


It only in 1923, trn yenr-t after Hie crr.nit.it of tl.r province that 
H.c f.p.t Mr nalt. In tint, year, un II, c ml, ice of t], 0 Impcclor 
General of (ml Ilo.p.tak. the I-rov.nrt.nl Omen, tacit Hartal a mat, r- 
mty «- ,r,„c in Patna, the «t«fT con,„ti„n t.r a tnaternitv attpem.cr and 

STffsrUKi -** in """ h «•* 

rper.ed m the following year These frm» ***** • nud l-alnvire were 
fully. I'll!, in Oder promote the eairn.ion „f aTo^ 
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the province, iu 192S the “ llilinr ami Oriwi Maternity am! Child Wel- 
fare Soeietv * was C'tnblishrd, the existing Fund being merged into the, 
new Society. The income of the Society is derived from four Tru-t iunds, 
from interest on investments and from annual (Government grants mul D 
spent in making grauts-in-md to welfare centre* established throughout 
the province l$y 1337, n total of eight centres were at work in llilinr und 
two others in Oris'A and it is hoped shortly to have nt least one centre in 
each district headquarters and in the more important towns. 1'nch centre 
is controlled by a local committee working under the guidance and super- 
vision of the Provincial Socictv and is maintained partly by the Society *s 
funds and partly by local subscriptions and donations 

Kvory centre is staffed by a health visitor, assisted by a midwife, and 
is visited regular)} by the local woman doctor. Pre-nat.d work is one of 
the most important part* of the work. (‘laws fur «/»»« nre held m *-'>iitc 
of the centres 

On the separation of Orissa, the centres situated in thnt province were 
taken over by a new Society, which lias unco lx*en formed. 

l/ij (Vnfral Provinces . — The beginnings of maternity and child wel- 
fare work in the Central Provinces and ltcrar was laid bj Dr. Agnes 
Henderson of the Scottish Mission Society who was n pioneer in the cause 
of providing relief to Indian women in this province. More than 23 vr.irs 
ago, she realised the importance of training the indigenous t hi anil started 
a training cja«s at her own expense. When the Victoria Memorial Dai 
Training Fund was established, this scheme received an annual grant troiu 
this Fund. 

In 1020, Dr. MneXair, also of the Scottish Mission Society, with the 
help of the Deputy Commissioner of Nagpur formed a committee of tome 
of the leading citizens of Nagpur and collected donations for maternity 
and child welfare work among the poorer classes in Nagpur city. No wel- 
fare centre was established, but a midwife was employed to do borne visit- 
ing The following year this committee obtained a grant from Govern- 
ment for the salary of a woman doctor for one year and a welfare centre 
was started. At the end of the year the committee felt that tills work ought 
to be taken up by the municipality anil this vvns Inter accomplished. The 
municipality placed the child welfare work under its health department, 
Government paying half the cost up to a maximum of Its. 5,400 per annum. 
Two health visitors one from the Poona Seva Sailau and one from Delhi 
were employed to run the centres, but welfare work up to this time was 
confined to Nagpur city. 

In 1926, the Indian Red Cross Society decided to organise maternity 
and child welfare work for the province and n special committee, desig- 
nated the Provincial Welfare Committee, was placed in charge. Shortly 
afterwards a six months’ course for training health visitors was drawn up 
and conducted under the aegis of the Red Cross Society. A hostel for the 
candidates, who received a stipend of Rs. 20 per mensem, and a health 
centre for training in practical work, w'erc opened close to the Robertson 
Medical School, Nagpur. The lectures were delivered by the doctors from 
the DufTerm and the Mure Memorial Hospitals and by private medical 
practitioners. 

A scheme to open welfare centres in every district of the province was 
formulated and propaganda done by enlisting the support of district 
officials and prominent non-officials who were Interested in the work. 



(Vntris v iMi* started Iiv kx-nf roinmiftt*-, who Lire liatf tin* ciM of *-.jutp- 
mcnt nml nr.nitcn.nu-i' from funds collected l»y them nml f rum grants %i\tn 
1.x lo--.il an'Lontiix, the remaining half being borne by tin* prowm-ial 
\Y«*Unrv t Viitiiuttrc* 

Tin.* fund* of flic* proxinci.il Welfare Committee comprised grants 
fror. tlu* lied Crovc Society nml from (ioxonunrnt The latter ha> l]u-*- 
tint oil between IN. 15,11011 in 192S-30 mu! IN 1(1.000 in 19J1, the pre-ant 
Ooxernuu m grunt being lu. 3‘J,.'00. 

It was soon felt that the trainin'; for health visitors was not sail - 
factory. In 192s, the lied Crow training flaw was closed down am] the 
Nagpur Health School for training health xisitnrs was started by Govern- 
tnent. A woman doctor with experience of maternity nnd child welfare 
work \x as appointed ns .Superintendent, 

A Nijr-crx School for toddlers designed to .-erve ns a mod,.] f f>r the 
proxiuec wus opened in 1923 nnd most of the li-wlth centres were organised 
tc do dais’ training on a comprehensive scale nml pre-natal xxork^xvherc 
it was possible to get the help of n lady doctor. After a promising begin- 
ning, progress was checked by the financial depression of 1931 as Goxcm- 
ment was compelled to reduce its grant By cfTecting economies in xnnoui 
d motions nml reducing the pn\ of the health visitors, welfare work in the 
proxince inis not only been maintained but hns been expanded The 
prexious three grudes of xxclfnre centres were abolished nnd all nut on 
the sains lex cl Since 192G, when the number of centres totalled °3 all 
of which wcic in urban areas, activities have been greatlv expanded' ro 
that by IMS as many ns Gl urban nnd 20 rural centres were in existence. 

(*) Acam.— Ked Cross xvork began in 1921, but welfare work unJcr 
the Lady \ liclmsiord League was conducted separately until 1930 The 
funds of the League being small, such work ns xvas done between 
date-, was financed by the Ked Cross. ecn uieso 

A welfare centre was opened in 1927 in Shillong 5 later on centres 
w ere Instituted in Jorhat, Noxvgong and Sylhet ' 


Tiie training of dais hns been spasmodically carried on at the B'rrv 
Whitc Hospital at Dibrugarh, but more serious efforts were made^ iu 


! Hospl 

Silchnr and Syllict. 

As regards midwives and nurses, n number of candidates hold in" 
schol.u ships lmxe been gixen training at Delhi and Calcutta. In respect 
ol the training of health xisitors. a fexv have been trained at Delhi and 
Calcutta, but sine. 1037 two health vhitora are being trained annually 
in the Bengal Health School. J 


i *K-t 9, a ? cutta Cor Poration started maternity 

and «h.!d welfare work m 1909 this was of a rudimentary type and d 
was nit until 19IC that the real foundation of maternity and child we fare 
services xvas truly laid. During this x-ear the Calenttn r,,- e ” ar ? 
two maternity units, each in rhn™\f V ^Corporation opened 


two maternity units each in charge ’of n woman sub-nssistan 
designated as a health visitor. The*e centres wer» t,«„ 
domiediary midwifery. Additi 
Corporation and by 1930 there 


toiCinry uutefey. ^AMjW Z 


vr iv 4 . r „ & were seven such units in existence. 

committee Tree funntdand the SMirtTTSveTniMial W21 - f < ' hM .' reI t“ ra 
climce, vie., the St John Ambulance Bahv rilll; J t0 , ' T0 
A! "“i“t‘ 0 " !Lad ‘“ I- «» yeaV ? Mater^inVchM 
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Welfare Trust was established nt Dacca and a maternity centre nt Avmsol, 
wliiUt the Provincial Branch of the Indian Bed Cross Society also helped 
the Darkil district society m the supply of dry milk ami, during the fol* 
lowing year, opened a child welfare centre in north Calcutta with the help 
of a grant from the Corporation, which was secured by the representativo 
of the Indian Bed Cross Society on the Municipal Committee. In 1923, 
the Calcutta Corporation established the first of its four municipal mater- 
nity homes The Calcutta Baby Week Association, which was founded in 
*1924, also made a small Kraut for district maternity work. 

Whilst the Provincial Branch of the Indian Bed Crust Society had 
depended mainly on voluntary workers for its welfare schemes, the need 
for letter trained staff had constantly been realised and in 1B23 a Health 
Rclwol for the training of health visitors was established in Calcutta by the 
Society Tlic nurses working in the existing clinics attended the School, 
but at the same time continued to perform their usual duties, so that the 
first trained health visitors were not mailable until 192G The Health 
School was closed down in 1931 for various reasons. 

Previous to 1930. the Asansol Mines Board of Health had maintained 
three midwncs whose mam duty was to train and supervise the work cf 
dun In that year, an extensive scheme was prepared and in 193G the 
Mines Board sanctioned maternity centres for their two principal areas, 
rir, Asansol and Rnmganj, and now employ n male medical officer mil 
several health visitors. 

In 1933, a model child welfare centre was organised by the Professor 
of Maternity and Child Welfare nt the All-India Institute of Hygiene and 
Public Health This clinic senes as a training centre for medical women 
attending the course for the Diploma in Maternity and Child Welfare and, 
l.per, refresher courses for health visitors have been arranged. Some of 
these health visitors were employed by the Provincial Branch of the Indian 
Bed Cross Society and placed in charge of centres with a defined area 
basing a radius of about two miles. This centre which had previously 
been financed from voluntary funds was taken over by the Central Gov- 
ernment in 1937. The clinic at Darjeeling opened in 1924 was reorga- 
nised ; a health visiting section was added and a woman health visitor and 
two qualified midwives were appointed. 

The Bengal Ilealth School, which lind been closed in 1934, was re- 
modelled and opened in 1937 as the Sir John Anderson Health School. 
The course for the training of health visitors has now been extended from 
one year to 18 months and the rules for its control nro under the considera- 
tion of Government in order that recognition should be given to it by the 
Bengal Nursing Council. The -clinic at Kaurapukur was established during 
1938 for the purpose of giving practical training to candidates from the 
School in rural work 

During the last few’ years a considerable number of welfare •clinics have 
been opened by different societies and bodies, including the 1 Indian Red 
Cross Society. During the present year a Nursery School was instituted 
by the Servants of Humanity Society'. 

TrW ~’ * l '’~ J ‘ * * lid welfare 

voluntary 
. Branch of - 

uic neu Gross Society. 
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CHAPTER II. 

ADMINISTRATION, ORGANISATION AND SUPERVISION— 
OFFICIAL AND NON-OFFICIAL. 

OrganHatfon at the Centre 

1 'I hf* position i*i that maternity and child welfare work »o 

I ml it jh -.till i.i rp h m tin* luitiiN ««f voluntary organisations The 
vP.ilial Ihm|\ working on an all India ba-i> i*. Un* Maternity and Lin'd 
W elfare Bureau nf tin* Indian lied S>ci' ty Tin* policy of the Bup'.iu 

i'i iji !<i mined by n coin in it tie rqiriM nlatiie of tin* medical and public 
health il«*|».irtni« nts of the Government of India, ntmv medical and fld* 
tiinii>tr.it|\<* depart men ts, voluntary orgm But inns gaged jn sneinl work, 

tin* nii’-im: pr.,r*-,*i«m and private n»|iv idii.il>- inlirotfil and experiein’ea 
in 'f-eml welfare The Dmvtor of the Bureau i-» n medic.d woman with 
tciliiin-al knowledge of both the clinical and administrative a*' pec Is of « <’*- 
fan work 

The nnnua! income of the Bureau amounts approximately to IN. 1,30,000 
and is mainly d«*m<d from the m tested capital of the Victoria Memorial 
Scholarships Fund, tlie Lady Chelmsford League, grunts from the Indian 
Red ( ros.% Sen lets and from ,\rmj Headquarters and an onnunl Govern* 
ment grant of IN. 6.000 for the Lady Readme Health School The income 
from the Victoria Memorial Scholarships Fund which amounts to 
approximately IN 40.000 is almost wholly distributed in the form of pnints- 
in-md to training schemes for indigenous tl<us and other women who will 
subsequently take up midwifery practice in the Mnallei towns and villages. 
Approximately Its •JGO'K) per annum i- spent on the promotion of schemes, 
for the weIL.ro ««t the families of troops A considerable proportion of 
the remaining halnnce is expended nn grants to schools for the training of 
health visitors, nur-cry school teachers and nursery nurses Two scholar- 
ships am also provided, tenable at the All-India Institute of Hygiene 
and Public Health by medical women graduates taking the course for the 
diploma in Maternity nnd Child Welfare Apart from expenditure on 
the training of public health workers, certain grants-in-nid of maternity 
and child welfare schemes and the production or n variety of propaganda 
material, the main function of the Bureau is to act as a central office in 
respect of all matters connected with the well-being of the mother and her 
children. It endeavours to collect and Tccord information about the work 
throughout India, to keep in touch with what is taking place in other 
countries and to co-ordinate nnd standardise the maternity and child wel- 
fare activities of provincial branches of the Indian Red Cross Society. 
This is done by means of personal visits made by the Director, by corres- 
pondence and by promoting conferences and health weeks In short, the 
Bureau attempts to carry out in the voluntary field the work which is per- 
formed in England by the Maternity and Child Welfare Department of 
the Ministry of Health. The extent to which the Bureau can influence 
the trend of maternity and child welfare is of course limited by the volun- 
tary nature of the organisation. Advice is willingly given when asked for 
by public health departments or by voluntary organisations and workers, 
but advice cannot be offered nor can circulars drawing attention to re* 
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cent advances lie sent out unless Imitations to do so ore received. The 
existing relationship between the lluienu and the bodies undertaking 
maternity and child welfare in the provinces js indicated in t lie following 
.paragraphs which also give descriptions nf the different provincial organi- 
sations. 


Organisation in the Provinces. 

V. .Madras — (<i) fifli*rr»»mr»if.— Madras Presidency enjoys the dis- 
tinction of being the only Pro\ineo where n meilicnl woman holds an offi- 
cial appointment ns Assistant Director of Maternity and Child Welfare in 
the office c>f the Duevtor of Public Health. Except for this officer’s 
salary, no other pait of the prmineinl puhlie health budget is earmarked 
for maternity and child welfare work. I’nder an order of the Madras 
Government, all local authorities proposing to allot funds for maternity 
and child welfare are required to consult the public health department 
in regard to their schemes. Government orders regulating the conditions 
of HTVice and the qualifications of the staff appointed to those maternity 
and child welfare schemes which receive official grants have been issued. 
Standard record forms have also been introduced and standard plans aro 
available, these linving been prepared by the Architect and Sanitary En- 
gineer to Government in consultation with the Director of Public Health 

The Director of Public Health, Madras, has remarked that " with 
regard to work under Government and local bodies, it lias been found by 
experience that dual control, which resulted when executive powers were 
jointly entrusted to both local bodies and voluntary associations, created 
many administrative difficulties, mused frequently dislocation of work 
and serious indiscipline in the ranks ami resentment on the pnrt of local 
bodies At a eonfeieme held in 1931 between the Surgeon General and 
the Director of Public Health and the authorities of the* Indian lied Gross 
Society, it was agreed that the organisation, direction and supervision of 
work under the loc.il bodie* should be left to the Ducctor of Public Health 
In G 0. No. 2314-P.II , dated 23th October 1931, the Government have 
accordingly directed that the inspection and control of work under local 
bodies should be left to the Director of Public Health The Director of 
Public Health lias, however, stipulated Hint whilst he would bo glad to 
receive the .suggestions of voluntary workers, as regards work carried out 
by local bodies, the representatives of voluntary associations should not 
make recommendations and suggestions directly either to local bodies or 
to their officers in the field but only to him (Director of Public Health). 
This safeguard is necessary in order to prevent ■clashing and overlapping. 
This policy has been accepted by local bodies whose allotments for maternity 
and child welfare work have increased from Its. 1,25,781 in 1931 to 
Pa. 2,40,901 in 1937. As stated above, the work under them lias also pro. 
ceeded on more satisfactory lines.” 

(6) Voluntary ,. — The Madras Provincial Branch of the Indian Bed 
Cross Society includes maternity and child welfare work in its programme. 
The composition of the maternity and child welfare sub-committee of the 
Provincial Branch corresponds closely to that of the Maternity and Child 
'Welfare Bureau, Indian Red Cross Society, and the advice of the Director 
of Public Health and his woman Assistant Director are thus secured. The 
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meat of Inspectress of health centres and Principal of the health 6cbooI 
since 1927 ; a second Assistant Inspectress mils appointed in 193G. The 
former acts virtually ns an assistant for maternity and child welfare to the 
Director of Public Health 

The two women who havo held the post of organiser of maternity and 
child welfare work since its establishment in 1927 have done ndmiralilo 
work, both by arousing interest; m the opening of welfare centres, and 
later, by securing the employment of trained health visitors and midwives. 

The Punjab provides an minim! grant of Its. 53,800 for maternity 
and child welfare in its public health budget. Out of tills sum, Its. 25,000 
is distributed in the form of grants-m-nid to centres, whether managed by 
voluntary or oflicial bodies, provided the public health department is satis- 
fied with the standards of work and the qualifications of the stall. The 
balance of Its 2S.800 is expended by the public health department in the 
maintenance of the training school for health visitors and on the salaries 
and allowances of the stafT attached to headquarters. 

{ b ) Voluntary * — -The Provincial Branch of the Indian lied Cross 
Society spends approximately Its 10,000 each year on maternity oml child 
welfare The Organising Secretary of the Brunch is a layman but techni- 
cal advice is obtained from the Inspcctrevs of health ccntrca who also 
inspects the Reel Cross child welfare centres 

(e) Local Organisations — Local Hotlies anti Voluntary — Municipal 
and district boards m the Punjab spend Rs 72.972 and Its. 33,003 respec- 
tively per annum on welfare centres, whilst district branches of the Indian 
Red Cross Society spend Its 25 000 to Rs 30,000 per annum on maternity 
and child welfare work Welfare centres now total 83 Thirty-six of 
these arc run hv municipal hoards and local bodies, 13 by voluntary asso- 
ciations. 34 by the combined efforts of local bodies and voluntary' organi- 
sations and one in association with the Government health school. In 
addition, the N -W Railway has four centres of its own Officials are 
ordinarily represented on local committees, the Deputy Commissioner, in 
many eases, being president and the district medical officer of health 
bein-; the secretary' The Director of Public Health is not only regularly 
asked for advice regarding the work, but he is required to approve of a 
health visitor’s qualifications before she can he appointed to a centre. 
Moreover, Government will not give a grant, until the work of the centre 
has been approved by the Director of Public Health 

4. The I'niled Provinces. — (a) ISovcrnment and Voluntary — T,ha 
United Provinces Government provides Rs. 1,22, GOO in its public health 
budget for maternity and child welfare, hut the whole of this grant is 
handed over to the United Provinces Branch of the Indian Red Cross 
Society’ In addition, the Provincial Branch of the Red Cross Society 
expends Rs 24,650 annually on welfare work A medical woman acts as 
Director of the Maternity and Child Welfare Section of the Red Cross 
Society and works under the direct control of the Director of Public Health, 
who is Vice-Chairman of that Society. 

However expedient this method may have been in the past, when 
public health departments were neither sufficiently’ developed nor suit- 
ably staffed, it would seem to be open to argument whether the policy of 
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. . ta n \oU«itnrr *neirt)\ the provincial organt-alimi of mater' 

wti-'nml d,.l.l ..-Ifar- an.l Hi' ».!mi..MraIl"n «t Oo.cr, 1 B«nU m-r.l 
should be conUnu* ‘I 

flm f rofiiH/ai 7 f— In the distnet^ welfare work is 
(/,) Iwl nodi S a ^ o( lll0 Indian Bed Orem .Society, tlioir 

conducted *'} *' 1 r . - i» s j 13,007 per annum. Grants arc al«o 

«p.ndtt«r; ” ™' ^ni,. ,m« .l.c-c Mi.-., a rule, do 

P»\cu by manic |a lt , onto to fmire all po^blc co-operation, 

r.°« VTitrl'-rm ami Minion hospital nuthontks on- invited to become mem. 

oM " S ... order tha. tlu-y may acti.rfy awn m tta 

,Spcrv>,.m> ot oelfarc work i.. Ihc.r areas 

5 Iiomhau —{a) Government and Voluntary —Maternity and child 
wMfnre work is not organised »«} tin* official public health department. 
The Government hns given grants to the Bombay Presidency Infant W el- 
fare Society of Its. 1.000 during 193o. \0Jfi and 10.17 for the Health 
Visitors' Institute. 


The expenditure during 1030 of the Bombay presidency Infant Wri- 
fate Society svns R?. 1,21,701 and that of the Bombay Mofussil Maternity, 
Child Welfare and Health Council was Its 10,K’{G— making a total of 
R* 1,41,028. Bach organisation maintains its own health school. 


(6) Local Bodies and Volun fan/ —Municipalities are .stated io spend 
as much ns Its 67,6.»2 per annum on maternity homes whilst the expendi- 
ture of the district brandies of the Bombay Mofussil Council on nmilar 
homes amounts to Its. 63.226 per annum. The centres maintained by the 
Mofussil Council are ordinarily inspected by a medical man who works in 
Be honorary capacity, but ofTucrs of the medical and public health depart- 
ments also make inspections. 


6 Dthar . — (a) Government and Voluntary — Maternity and child 
•welfare woik in this province is organised hv a combination of the medical 
department and the provincml Maternity and Child Welfare Society. 
Tim Inspector General of Civil Hospitals is the Honorary Secretary of the 
Society and the Director of Public Health is one of the members 


(b) Local Bodies and Voluntary .— In the mofussil areas, the Society- 
works through district committees, the civil surgeon of the district being a 
member in each case. 


Government .— The Director of Public Health reports 
that the Bengal public health department has not so far provided any 
maternity or chud welfare service and has only taken an indirect interest 
in ,ts development. The activity of the department has been confined to 
JSlrtSfSX if *: ants . for training of dais to local boards and munici- 
a !?T t0 certain voluntary organisations such ns the Bengal Health 
Welfare Committee of the Provincial Branch of the Indian Red Cross 

5S&2r ^ ast and fhe Sa ^nahm DiUt Memorial 

- Association , (b) the giving of a grant to the Bengal Health Welfare 
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Committee for exhibition and propaganda in connection with maternity 
and child welfare work j and (c) propaganda work in the province through 
two cinema parties which tour through the province. Tor these lost, provi- 
sion to the extent of Its 16,000 m made i\\ the budget of the Director of 
Public Health. 

tb) Voluntary.' — In 1936, the work of the provincial branch of the 
Indian Hod Cross Society was re-organised and a committee called the llcngnl 
Health Welfare Committee, under the chairmanship of the Director of 
Public Health, was formed to co-ordinate the work of various sub-committees 
appointed to administer the Calcutta child welfare centres, the Sir John 
Anderson Health School and the district centres. The honorary secretary 
of the two former committees is a medical woman and it is hoped that 
she will later also be able to tour the province and advise on the work of 
the mojussd centres The provincial branch of the lied Cross Society 
spends Its. 36.15? per annum on maternity and child welfare work, this in- 
cluding the maintenance of the above health school. 

Meantime, efforts arc being made to affiliate nil centres in the Presi- 
dency to the provincial branch of the Indian lied Cross Society, not so 
much because it is felt that they need guidance, but because it will further 
the collection of data on the existing provision and because the annual 
reports and occasional presence of a district representative at the Com- 
mittee will be a stimulus to the Committee. 

The District Maternity and Child Welfare Committee was constituted 
in 1937 and includes representative members from each centre in addition 
to technical experts. 

(c) Local Bodies and Voluntary. — It lias been reported that 22 muni- 
cipal boards and local bodies have organised their own maternity and child 
welfare schemes, but no further information is available beyond that muni- 
cipal expenditure on this work totals Rs. 42,516, whilst that of district 
boards amounts to Rs. 7,195 per annum. Eleven mofussil centres are affi- 
liated to the Indian Red Cross Society. 

8. The Central Provinces — (a) Government and Voluntary. — The 
.situation in the Central Provinces is similar to that in the United Provinces. 
The Government grant of Rs. 32,500 is made over t'n foto to the provincial 
branch of the Indian Red Cross Society and in addition the Government 
provides Rs 7,994 per annum for the maintenance of the health school. 
Maternity and child welfare work is organised by a welfare committee of 
the provincial Red Cross Society, whose members include the Inspector 
General of Civil Hospitals and the Director of Public Health. The hono- 
rary secretary of the committee is the superintendent of the health school. 
The superintendent who is a medical graduate, but who possesses no public 
health qualification, is not only expected to take charge of the training of 
pupil health visitors but is for all practical purposes in executive control 
of all welfare works in the province. It is obvious that, if the superintendent 
does justice to health school work, she cannot effectively supervise the orga- 
nisation and development of mofussil welfare centres and, vice versa, during 
her tours of inspection, the training of the pupil health visitors suffers It 
is difficult to believe that one woman can in practice fulfil both of these 
functions. 
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fM j oea \ Uplift cm I Vofunton/.-In h.s reply to (lie questionnaire 
, .\V J , 5 Public Health states that “ branches are orpmi'Cd and 
"*} Tl Tr illw c») Ihp District He,! Cross Committee or (.,) local 
inil/nnidfntlr. M.mioipnl nml N'otitM At™ Com- 
cotmn litres V orKIMj * t eil on the local welfare commit tecs and arc 

.nitres are re r. tJip nlnninR expense, of the infant 

usually the chief eontr»*-mr> ^ ^ ^ Ju , )butp<>n% lf)eal wl . 

trclfari’ 1 . l” entirely of municipal members There arc no 

'VillTomiStcc-s .dminislrnnit nny welfare eentres, l.ut official' are 
direct jv represented on such committees nml take an active part in it* 
various activities " 


The expenditure of muniripalities on maternity nml child welfare work 
j a P | n trtl to amount to Us 13.012 per annum and that of local hoards to 
K*. f»00 per nnnnra. 


- * .. i«(n«»ii >/1 hr the Inspector General of Civil Hospitals, 

, . Public Health, the Superintendent of the 

, • ulical officer* of health Welfare work in 

. ■ ■ lie direct charpe of the medical officers of 

heatui ; lit •» -• . : ie supervision of the local medical officer 

of health In many arena, nssistnnt aurpeons and assistant medical officers 
of tin* medienl department are made members of the local welfare committees 
and in such eases they tnke an active part in the conduct and maintenance of 
the centres. 


ft. Forth-West Frontier Proviiur— In this province, maternity and 
child welfare work has not developed to nnv preaf extent The public 
health department maintains twi* trmninp schools for dais and for these 
Government pives n prant of Rs 2G *l*s2 Tho Provincial Branch of tl.*» 
Indian Red Cross Soeietv also assists the schools and municipal and local 
hoards contribute small amounts towards their maintenance 


The Superintendent of the Pern Ismail Klinn dais traminp school is a 
qualified health visitor and in addition she tours the province to inspect 
the work of the dint who have pa.sse«l out from the school and to select 
women for admission to the next course of traminp Recently the Superin- 
tendent ^ or the dmV traminp school has been transferred to Peshawar ns 
Provincial Orpnniser 

10 Sind — (o) Gcncrnmenf and Voluntary — -Mntcrnitv and child 
welfare work is organised by a special committee of the Provincial Branch 
of the Red Cross Society, the. Director of Ilealth Services and Inspector 
General of Prisons heinp Chairman, ne inspects at intervals all institu- 
tions under the Red Cross Society which are concerned with maternity and 
child welfare work, hut the provincial orpnniser of the Society is a health 
visitor, although only a part of her time is available for maternity and 
child welfare work. 


The provincial Government pives no prant to the Indian Red Cross 

Society for maten " * ' p. -j 

per Annum to tlm ■ . 

nitv homes m Ki ■ <j 

Society allots Rs 12,r)07 per annum to maternity and child welfare work. 
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11. vltjam. — As maternity nml child welfare work >s not organised 
directly by the Government, the Red Cross Society has accepted respon- 
sibility for this nativity but no salaried organisers arc employed and so 
far little progress has been made. The Government gives no grant to 
miv voluntary organisation for this purpose and no information is avail* 
able regarding the expenditure incurred either by the tied Cross or by 
local hodics 

12 This review of provincial maternity nml child welfare organisa- 
tions makes it evident Unit these have developed along different line* in 
different parts of th< country In Assam, Bengal, United Provinces, 
Central Provinces N \V P Province and Sind, the work is still done by 
the Indian Red Cross Society and in Bombay, Bihar ami Ortaa by other 
voluntary organisations. In the Punjab and Madras Presidency, the 
work is now largely organised and directed by the official public health 
departments. As the general campaign develops, the tendency will pro- 
bably l*» for Government and local authorities to take over the work in 
increasing nie.tsmc This is the usual sequence of events when schemes 
initiated by voluntary effort develop beyond the resources of the 
voluntary associations concerned and is one which may he taken ns clear 
evidence that the initial voluntary effort has achieved its purpose. 
Nor need the voluntary workers necessarily assume Hint they arc no 
longer required : there will always he scope for their continued in- 
terest and assistance. On the other hand, even where Government medi- 
cal and public health departments have assumed full responsibility for 
this work, they should take every possible opportunity of enlisting the 
voluntary workers who can he expected to supplement the more official 
activities in many useful directions. 

In those province, where no official organisation has yet hem deve- 
loped, the Director o' the Maternity and Child Welfare Bureau of the 
Indian Red Cross Society continues to pay visits and to advise the volun- 
tary associations concerned. On the other hand, in Madras and in the 
Punjab, thp Bureau maintains contact with the work only through grant 8- 
in-aid to health schools or to schemes for the training of dais and its 
Director neither makes visits nor offers advice, unless she is asked to 
do so The role hitherto played by the headquarters Bureau in the 
maintenance of a ict»ain uniformity in the standard of training at the 
health schools is mentioned here, only to draw further attention to 
the present trend. Courses of training in provincial health visitors’ 
schools will probably in. future be regulated by the Nursing Councils 
established in certain provinces under the Nurses Registration Acts. 
As these Nursing Councils come into being in the remaining provinces, 
the present role of the headquarters Bureau will in consequence become 
more and more restricted In the interest of uniformity in the standards 
of training, it is to be hoped that the various provincial Nursing Coun- 
cils will keep in close touch with each other. It might indeed he de- 
sit able to form a central body for this purpose. 

There is little doubt that greater advance in the development of 
maternity and child welfare work has been made in those provinces 
where a technical organising and supervisory expert has been appoint- 
ed, whether by Government or by a voluntary organisation 



flic most successful schemes seem to lie those, undertaken by a com- 
bination of voluntary mid official effort ; the driving force and con- 
viction of tlie 1 uniter implementing tJic additional financial support 
and the administrative guidance of the latter. Equally sucec—fut work 
may be done by local authorities aided by voluntary support or . by 
voluntary effort assisted by public funds Methods util vary m differ- 
ent districts, ns all nre not equally fortunate m possessing capable anu 
enthusiastic \oluntnrj workers On the otlicr hand, many local autho- 
rities have now come to realise the necessity for expenditure in this 
field of public health work and they should he able to obtain expert 
assistance in planning their welfare schemes This expert assistance, 
whether j winded by a Government department or by a voluntary organi- 
eation, is essential if progress is to be made along correct lines. 

The Punjab organisation, namely, official direction of both volun- 
tary and other ‘diemes, provision of Government grants-m-aid rnd .ad- 
ministration of tin* centrps either bv local authorities or by voluntary 
bodies, is one winch works smoothly and efficiently and which may be 
commended to other provinces and States 

Thcic arc limitations to the empkyment of non-medical women in 
the inspection nnd umtrol of centres. The organisation of schemes and 
the general direction of welfare activities would appear to be moic suit- 
ably placed in tlie hands of a woman medical officer, whilst the supervision 
of health visitors, raidwnes and dais is best carried out by an experienced 
health visitor working under the control of that medical officer 

The system of grants-m-aid from provincial resources would teem 
to require development in many provinces These not only stimulate local 
bodies to improve their services, but give public health departments a 
measure of control and supervision winch tins report shows to be ur- 
gently required t'ndei other circumstances, the only pressure winch 
can be brought to bear on local authorities is that of peroiusmn and 
numbers of local schemes in consequence have developed along line 3 
which cannot be said to be satisfactory. 
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CHAPTER in. 

STATISTICS RELATING TO MATERNITY AND CHILD WELFARE. 


1. Indian vital statistics relating to mothers and infants arc per- 
haps subject to even wider margins of error than those of the general 
population The absence of medical ccrtitication mid the fact that 
village ehaulu/arj are tlio agents for registration of vital statistics in 
rural areas are factors responsible for inaccuracy in mortality statistics 
at every age period These facts made it essential \a define ** maternal 
mortality ” in a simple manner easily understand able liy the village 
registrar. Until recently, the definition m force was that every death 
of a woman occurring within II days of confinement should he considered 
as a case of maternal mortality On the other hand, the inclusion of “ all 
maternal deaths duung pregnancy or labour, or within four weeks nftcr 
the termination of pregnancy or later if the illness originated during 
pregnancy, labour or puerpenum ” was considered to provide greater 
accuracy b> the Departmental Committee on Maternal Mortality and 
Morbidity of the Ministry of Health, England. Apart from omissions, 
therefore, the previous definition must have been responsible for n further 
Urge error in the monied figures of this country. 

In the next filace, registration of births is known to be moic defec- 
tive than that of deaths and, when the sex ratios at birth for different 
provinces ore compared, it is fairly clear that, in Rome areas, omission to 
register female births is much more common than in the case of males. 

Table I. 


Proportion of males born to every 100 females. 


Province. 

1024-28. 

1029-33 

1934. 

1035, 

1036. 

N. W. F. P 

130 

130 

129 

131 


Punjab 

112 

112 

112 

112 

112 

Delhi 

108 

108 

107 

106 

109 

U. P. 

112 

112 1 

113 

113 

113 

Bihar and Orissa . . 

104 

104 

106 

100 

100 

Bengal 

108 

108 

108 

112 1 

108 

Assam 

107 

106 

107 

100 

107 

CP 

105 

105 

1 00 

105 

105 

Bombay 

108 

108 

108 

108 

106 

Sind 

. 



, 


Madras . . . , 

104 

105 

105 

105 

105 

Coorg , . , 


107 

108 


108 

Ajmer-Merwara . . 

118 

116 

no 

115 

113 


- "Not available. 
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2. Tabic I shows considerable consistency in respect of the sex ratio 
jit birth in individual provinces. At the same time, North-Western India 
has systematically t (-corded a higher proportion of male births tnan other 
parts of the country. The figures given by Ncusholme for a number of 
European countries show a much smaller range of sanation, the smallest 
mnl largest figures quoted by him being 103 and IOC male chiUUen 
per 100 females born. When countries like England and Italy, which 
jire racially difierent, show only relati\ely small differences in this 
ratio, it is doubtful if the much larger variations found in India 
con be explained m terms of racial difference alone. 


Even in couiHncs where, registration of vital statistics is satis- 
factory, the figures for still-births are admitted to be incomplete. In 
India, there is no doubt that the recorded figures give little indication 
•of actual facts. 


3. Such statistics as were available bare been examined m the 
light of these preliminary remarks Morbidity statistics for the gen- 
eral community can be obtained only from hospitals and the subse- 
quent discussion is mainly confined to mortality figures 

Three types of figures were available for study (1) those con- 
tained in public health reports, (2) those collected by special inquiries, 
and (3) those given in reply to the questionnaire which was sent to 
all provincial Directors of Public Health and Administrative Medical 
Officers The fii'Uies given in health reports cannot be relied on as a 
true picture of existing conditions for reasons already given. On the 
other hand, whilst special inquiries provide more accurate data, in view 
of their restriction to limited areas, the inferences to be drawn from 
them are probably not entirely applicable to the country as a whole. 
The figures given in reply to the questionnaire have been found in many 
cases to be even le<-s reliable than those contained in provincial health 
reports. In spite oi these limitations, an attempt has been made in the 
following paragiaphs to utilise such statistics as seem to throw light on 
the extent and nature of the problems associated with maternity and 
infant and child life in this country. 


Maternal mortality and morbidity. 


-1 Natty nal mortality . — There seems no doubt that child-bearing 
exacts a toll of lives in India at least four to five times greater than in 
those countries where serious attention has been given to the protection 
of motherhood During 193G, maternal mortality rates recorded in the 
cities and larger Towns ranged between 2*6 and’ 37-4 per 1,000 births 
For the different provinces, maternal mortality rates recorded over the 
six-year period 1931-36 are given in Table II. These, it will be seen, 
show variations evlendmg from 1-0 to 19-8 per 1,000 births It may be 
taken that the lower rates, at least, give a very misleading picture of 
the actual position. 



.Vafcmat morfoHi;/ ruff* jut 1,000 regi*t<rttl birthi. 


1‘rmiii-v 

U»H. 

uni 

101.1 

mu 

I03'i. 

um. 

N.W.V l. 


• 

. 

t m 



Punjab 

• 


* 

• 

10 


Delhi . . 

4 4 

50 

7 O 

6 0 

4 4 


UP. 

, .. 

I 2 

1 (l 

1 4 

1-4 

1 3 





• 

• 

• 

O r«sa 

• 

• 

• 

• 

* 

* 

Dentil 

7 7 

8 7 

0 7 

n 3 

0 f. 

o a 

C.l>. 

7 3 

5 S 


C R 

7 0 

7 9 

Bombay 

7 O 

5 3 

5 8 

* 

0 2 

4 3 


• 

. 

. 

• 

• 


Madras 

R 7 

r « 




R 2 

Assam 

15 7$ 

10 8J 

17 (IJ 

la lj 


’ 


•Not available H'or 7 town* Jl'or 17 |<>rni only 


A number of special enquiries conducted in different parts .»f Indm 
have, howc\cr, yielded more rclinhle figures. A few \enrs ago Major 
General Sir John Megaw carried out an investigation into certain pub- 
lic health aspects il village life in India by collecting from a l.irn* num- 
ber of rural dispensary doctors, distributed all over Hntish India, figures 
which gate n maternal mortality rate of 21 5 per 1,000 ]n<- bntli-. Dur- 
ing a more recent inquiry conducted in Calcutta, Dr Neal Eduards found 
the rate there to conespond with that of General Megaw, whilst in 
Madras City during 1930-31 Dr Lnkslrnianaswami Mudaliyar found 
the rate to be 16 6 per 1,000 li\e and still-births An earlier enquiry 
conducted by the Madras public health department m 1927-28 in 
four of tho largest municipalities of the province, excluding Madras, 
showed that the rate was 18-5 per 1,000 live births. These several 
findings suggest that the maternal mortality rate for this country as 
a whole is probably somewhere near 20 per 1,000 Iiv$ births, as com- 
pared with the 193 G figure of 4-9 per 1,000 live births in England 
and Wales 

Mention has already been made of the fact that_a maternal death 
was previously defined as a death occurring within 14 days of con- 
finement In order to bring the definition more into line with modern 
practice, instructions were issued in 1937 to the effect that nil deaths 
occurring within one .month of childbirth should be classified under 
this heading Moiewer, as mothers, in the case of still-births, are equally 
exposed to the risks associated with maternity, all Directors of Public 
Health were asked to calculate their maternal mortality rates on the 
combined figure for live and still-births 
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Prior to the issue of these instructions, the most varied practices 
seem to have been in force. For example, in the 1936 report of the 
Dncelor of Public Health, Central Provinces, the maternal mortality 
rate was said to be calculated on the combined figures for live and still- 
births, and was given as 7*75 per mensem. In Annual Form VI (a) 
of the appendices t« the report, however, the rates for local areas 
were apparently calculated on the total population of these areas Simi- 
larlj, in the Madras report for 1936, Statement No. 6 of the appendices 
ghes death* from childbirth as rates per 1,000 of the population Again, 
m the United Pm\ itiees report for 193G, the maternal mortalitj' i ite for 
the province as a whole is given as 7-52 ; but when the" rate is calcu- 
lated from the total live births plus still-births and the recorded mater- 
nal deaths, this is found to be only 1 23 per nulle and on li\r> births 
alone to be 1*27 pc~ nulle In Delhi. Bombay, Bengal and Sind the 
rates were calculated on live births only, whilst the report for Assam 
docs not ‘•how how tin* figure was reached In the public health re] torts 
of N.-AV. F, Province, liihar and Orissa, no maternal mortality rates 
were ghen at all The Punjab report states that the maternal mortality 
rates, m areas &»*.vcd by health centres, varied between 3-9 and 12-0 per 
1 , 000 . 

5 CaiKc* of wotirnal mortality — Unfortunately, no general state- 
ment can lie made m this connection, but figures are available from one 
jr two restricted lums During her enquiry m Calcutta, Dr Nc.il 
Edwards was able to classify the causes of 701 deaths from puerperal 
causes attributable to child-bearing which occurred between June 1936 
and June, 1937, and these are set out m Table III For comparative 
purposes, the table also includes figures collected by Dr Edwards from 
39 women’s hospital- distributed all over India These hospital figures 
hate, howcvei, their limitations in that the institutions are situated in 
the laiger towns and < Ttics. so that the patients were mainly drawn from 
urban areas and .lieh.ded only a small number of delayed and abnOMnal 
ease-, fiom the Mincnmdmg country In addition, figures relatin' to a 
hospital population cannot b e considered as representative of the gen- 
eral community. 


Table III. 

Causes of maternal mortality. 


— 

Calcutta 

39 women’s hospi- 
tals in India (1936). 

No. of 1 
deaths. | 

Percentage 
of total. 

No of 

—V 

Percentage 
of total. 

Abortion (septic) 

33 

4-71 

19 

2*67 

Abortion (non-septie) 

4 

0*57 

5 


Uctopic gestation . . . . 1 

e 

O-SO 

2 

[ 0-29 
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— 

Calcutta. 

an wwRiftfi'a ho>pi* 
t*l» In India ( 1 V 36 ). 

No. of 

death*. 

jl\ reenlar** 1 
nf total. ( 

'o nf 
deaths 

IVrnntage 
of total. 

Other »rci Imtj of pregnancy 

7 

1 I* 00 J 

3 

0*42 

rurrpcral humirrhage 

71 

1 10*56 1 

82 

11 33 

Porrprnil srpsii 

S.M 

31*01 I 

231 

32*20 

Albuminuria and ecUmptit 

IM 

' 17 *07 | 

101 

11*21 

©tber toxs-im-u . 

1 r» 

2*14 1 

21 

3 *32 

Embolism end Hidden death 

i u 

:*o7 

21 

3*3S 

Other accidents of childbirth 

i “ 

\ 3-71 

00 

12*00 

Other puerperal condition! 

,o 

t *43 

l | 

0*14 

Anemia 

1 ,C7 

I 23 *33 

12S 

18*00 

ToUt 

:oi 

i 

j 00 -SO 

711 

00*80 


The ti\o sets of figures show considerable similarity. Puerperal 
sepsis, anemia and toxemias of pregnancy constitute the most pro- 
minent causes >u both, whilst hemorrhage al'o occupies a high place 
4 * Other accidents ol childbirth ” form a definitely higher percentage 
in the hospitals group, but this is to be expected because abnormal and 
serious cases sooner or later find their way into hospital 

A comparison of these figures with those of other countries is 
interesting. I'uqtin ic*. conducted in England and in Scotland may be 
cited Whilst amentia per se only serj' rarely is a cause of death in 
these countries, the figures in Table IV for some of the other important 
causes make interesting comparisons. 

Table rv. 


.Maternal deaths due tc certain causes expressed as percentages nf total 
maternal deaths. 


— 

Calcutta 

(1936-37) 

39 

Women’s 
Hospitals 
in India 
(1936) 

England ar 

Special 1 
inquiry 1 
(1934). | 

id Wales 

Final 
Report 
of Depart- 
mental 
Committee 1 
(1932). 

i Scotland 
(1929-33). 

■Sepsis 


32*5 

34*2 

36*3 

38 

Eclampsia 


10*5 

11 *4 

10*6 

9* 

■Other toeseiniaa of pregnancy 


7*2 

10*6 

5*8 


Ante-partum hsmoVrkage 

4-6 

0*7 

8*1 

8*1 

8 

Eoat -partuin haunorrhage 

6*0 

4-8 


6*7 

5 

Anaemias 

23*3 

18 0 

. 

0 05 

t 

0 08 


*Iaclu4in? pre-eclimptio toxsmut. t Negligible. 
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.. IJ11JV h c no' rd in the first place, that the figure? for the 39 
'Vo minis in India are not strictly comparable with the others 
because the latter relate to the general population whilst the former 
■ ? i .*i. iiosnital groups The Indian, English and Scottish cn- 
dcal on j 8 constitutes the commonest cause of death. 

T U Zt ^ «,fnercenVa»cs ot India under tins head, very different fiom 
^ *5 pndStntl mi/ Scotland or of that of New York City which Dr. 

^ Dr km > ****** ** “u' ,u t e 
li e maternal mortehty rate in India is many times higher than >n \\rt- 
ern countries, the proportion of deaths from sepsis is strikingly sum ar 
rn,l this in spite of the fact that a far larger number of deli\ cries m this 
country is attended by untrained women who make no use of modem 
methods of asepsis and antisepsis 

Eclampsia is responsible for a Higher proportion m Calcutta than 
• England' and Scotland while “other toxemias of pregnancy” are 
relatively lower than in the latter two countries In respect of ante 
and post -par turn hemorrhages onlv small variations occur. 

C MaUrnal morbidity — Munro Kerr* has pointed out that the 
outstanding causative factors of disability arising from pregnancy and 
childbirth arc • (1) toxemia ; (2) infection ; and (3) trauma. In con- 
» 5 d p riii" the question of maternal morbidity, account must be taken not 
only of the immediate but also the remoter disabilities that follow child* 
healing. In the word* of Munro Kerr the mam question is “ what has 
it costTlhe mother in health to produce the family she has when that 
family is complete 

The toxtemias of pregnancy, although their etiology remains largely 
obscure, arc stated b> Munro Kerr to take a toll of 20-26 per cent of 
maternal deaths “ in the shape of Jiyperemesis, nephritis, eclampsia, 
3 CTebr.il licemorrhage and accidental hemorrhage ’’ Further their 
conti unit ion to tH-hPolth of varying duration is still greater 

As regards infection, the relative importance of infective lesions 
of the leprodnetivc tract may be gathered from the following classifi- 
cation of 533 ca«=es warns 2,700 women who passed through the wauls of 
the Royal Samaritan Hospital, Glasgow, during 1928-32 The figures 
in Table V are quoted by Munro Kerr. 

Table V. 



Number 


Lesion or group. 

of 

ago of tho 


cases. 

total. 

«nd with 




152 

28 6 


146 

27-4 


103 1 

19-3 

Inflammatory hypertrophy of cervix . 

W 


(/) Pelvic peritonitis and cellulitis . .. 

16 

3 0 


633 

100 0 

’Maternal Mortality and Morbidity by J. H Munro Kerr ( 1933 ). ” 
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Trauma as a fame of disability is important partly bee a mo of its 
immediate effects tuul partly because it frequently precedes infection. 
Tabic VI gives Glasgow figures also quoted bv Munro Kerr ; these indi- 
cate the relative udlucncc of infection and trauma m tlie production of 
remote disablement. 


Tabu: VI. 


i 

Tuts] 

patient* 

Pnerprral 

Inflation an 
rtlotocic»l 
factor 

Tniim* tn 
eh ) 1 birth 
an clinlojjlcal 
factor. 

(V*ea shoving 
both lr*om« 
an-1 

infection. 

1023 (0 months only) 

i 

2,033 

<17 (22 *.7%) 

731 (30-0?i) 

122 ( 0-0%) 

1929 .. . .. 

2.811 

873 (30*1%) 

1.027 (36-1%) 

291 (10-3%) 

1930 

2.800 

SCO (30-3%) 

072 (31-0%) 

2.73 ( 0*0%) 

Total 

7,131 

5,178 (23*1%) 

2.730 (33-3%) 

074 (8*7%) 


These cases are described as coming from “ the centre of a densely 
populated area with a mixed type of population and therefore should be 
fairly lcpiesontntive of the conditions existing iu the general community.’’ 
It to be noted that trauma constitute-, the more common cause of 
permanent disablement 

As far as is luown, few figures of the kind are available in India 
In a paper read at the 7th Congress of the Far Eastern Association of 
Tropical Medicine held in Calcutta in 1927, Dr. Margaret Balfour dis- 
cussed ansmia of pregnancy, eclampsia and osteomalacia ns the diseases 
of pregnancy and labour in India. Her sources of information were 
replies to (1) a questionnaire sent to a number of maternity wards in 
different parts of the country and (2) a similar questionnaire sent to 
maternity hospitals iu Bombay city and (3) notes taken by herself in 
Bombay hospitals 

Tables VII and VIII are reproduced from her paper. 

Table VII. 




Osteomalacia J 

Eclampsia 

Amemia. 

Community. 

Number 
of cases 
of 

, labour. 

Number 

Ratio 

per 

1,000 

labour 

cases. 

1 

Number 

of 

Ratio 1 
per 
1,000 
labour ^ 

Number 

of 

Ratio 

per 

1,000 

labour 

Hmdu 

5,167 

160 

30 9 

79 




llohammedan . . 

1,273 

! 79 

62-0 

31 

21 3 

46 

36 1 

* Others ’ (mainly Indian 
Christian). 

1,162 

1 6 

6-2 

& 

6-9 ! 

15 1 

13-0 


L2PHC 
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Table Vlll. 


Community 

Number 

of 

r 1 

Ostcomataeia 1 

Eclampsia j 

An re mis 

Number 

of 

cases 

I Ratio 
I** , 
\sm 1 

labour | 

Number 1 

i 

tMtv 1 

Patio 

J*-* 

1,000 1 
labour 

Number 

of 

Ratio 
j per 
1.1)00 
labour 

.. .. 

| 2.0GA 

6 

2 0 

8 

1 

83 

j 40-1 

Mohammedan . . . • 

$i2 

32 ! 

3S 0 

14 

ICC ; 

79 

. 03-8 

• Others ’ (mam)y Indian 

801 

AM 1 

Ail 

3 

3-7 

39 

, 48 0 

Christian). 
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The tables make it quite clear that all these diseases occur most 
frequently among Mohammedan ■women, whilst the lowest incidences 
ore to be met with amongst Indian Christians. 

The following figures (Table IX) collected by Dr. Neal Edvards 
from women’s hospitals in Indin may be compared with those given by 
Pr. Balfour. 

Table IX. 


Contracted Pdri». 


Number 

cd_ 

deliveries. 

Osteomalacia 

Other types. 1 

1 

Total 

contracted 

pelvis. 

Number 

of 

Rate per 
1,000 

deliveries. ] 

Number 
of ^ 

Rate per 
1,000 
deliveries. 

Number 

of 

Rate pee 
1,000 
deliveries. 

4936 .. 30,163 

664 

22 0 1 

467 1 

15-5 

1 1,131 

37-6 


559 




1 1,042* 

33-9 

1934 .. 21,343 

353 

16 5 



1 901 f 

42 S 


Anaemia 


Number ^ 

of 

deliveries 

Ana>mia 

of 

pregnancy. 

Other Anosmias 1 

Total Anemias 

Eclampsia 


Rate per 
1,000 . 
deliveries. 

Num. 
ber of 

Rate per 
1,000 
deliveries 

Num. 1 

i i,ooo er 

deliveries 1 

Num- , 
ber of 
cases | 

Rate per 
1,000 
deliveries. 

1936 . 30,16? i 
1935 .. 26,773 
1934 . 21,343 | 

. 

6?1 | 
467 : 

! ! 

19-3 

17-4 

§ 

912 

650 

! 

30 2 
24-3 

5 

1,493 

I.I49J 

692 

49 5 

42 9 
27-7 

39C 

390 

293 

13 1 

14 6 
13-7 


* Includes 22 unclassified cases, 
t Includes 103 unclassified cases 


t Includes 32 unclassified cases 
| Not available. 
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The figures in Dr. llnlfour’a first table were collected from differ- 
ent parts of India and are thetrfore comparnhle with those given b) 
Dr. Neal Edwards. The combined rates for the three communities in 
the former arc 32 3. 27*5 and 13*3 per 1,000 deliveries for osteoma- 
lacia, anxmia and eclampsia respectively In the latter, the rates for 
contracted pelvis due to osteomalacia arc smaller but, when all forma 
of contraction arc included, the rates for all three years are higher. 
Dr. Neal Edwards’ rate for “ all ana- rasas ” in 193-1 closely approxi- 
mates to Dr Dalfi'ur’s figure, although iho-o for 1033 and 19.50 arc 
definitely higher For eclampsia, tlie two enquiries show little differ- 
ence 

While, as Dr Neal Edwards has pointed out, there is a large per- 
sonal factor in judging what constitutes contraction, figures published* 
by her give some idea of the relative frequency of this condition in 
different parts of India The distribution is undoubtedly influ- 
enced by the prevalence of osteomalacia in the areas concerned The 
following statement gives comparative figures for contracted pelvis 
in hospitals attached to certain teaching institutions • — 

Lady Ilardinge Hospital, New Delhi . . 1 in 11 deliveries. 

Agra Maternity Hospital . . . . 1 in 15 „ 

Cama Hospital, Bombay . . . . 1 in 35 „ , 

Memorial Hospital, Ludhiana . . . . 1 in 4 1 „ 

Caste and Gosha Hospital, Madras - - 1 in 90 „ 

The incidence of eclampsia is known to vary considerably in 
different parts of India Figures for women’s hospitals during 1934 
show that the eclampsia rate per 1,000 deliveries varied from 31-1 
in the American Mission Hospital, Madura, Madras Presidency, to 
nil among 74c deliveries at tlie Lady Hnrdinge Medical College at 
New Delhi. Madra Trivandrum, Hyderabad, Calcutta, Vellore and 
Poona recorded iaies> over 19 per 1,000 deliveries whilst in North- 
Western India, the cities of Delhi, Agra and Ludhiana reported much 
lower incidences It will be observed that, broadly speaking, the in- 
cidence of osteomalacia and of eclampsia vary' inversely as one passes 
from the north to the south of India. The former condition has a 
high prevalence in the north-west of India and is rarely to be met 
with in Madras, whilst in respect of eclampsia the opposite occurs 

As regards anxmia, this condition is known to exist all over 
India, although in other countries little mention is made of it as a 
cause of maternal death. In the Report on “ Maternal Morbidity and 
Mortality in Scotland ”, for instance, only 19 deaths were attributed 
to severe anxmia out of a total of 2,527 cases investigated, whilst an 
English inquiry conducted in 1934 recorded only four deaths fiorn 
anxmia out of a total of 770. 

As the re'-iih of her Calcutta investigations Dr. Neal Edward* 
states that “ severe anosmias of both the macrocytic and microcytic 
type, as well as ini ted forms, are extremely common and, while jyomc 
cases are associated v ith poverty and malnutrition, many other.-, wur 
among the well-to-do families that seem healthy and well-nourwUA'" 
She also recognises n relationship between ’* dysentery and dkiriiMa" 
and severe anxmia of pregnancy and considers that the dev clop i ».< ni, <>* 
anxmia might often be t he result of intestinal infection. 

•Journal of the Association of Medical Women in India, Acgua^, JJW. 
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Dr Mudalivnr, in a series of *130 maternal deaths in Madras City, 
classified 50 or 11.5 per cent, ns due to anainia and drew attention to 
two forms of the disease, one a macrocytic type and another secondary to 
hookworm infection. 

The wide prevalence of nmeraia as n complication of pregnancy d(^ 
mnnds that further in\ estimations should be carried out in different 
paits of the country in order that adequate preventive measure*, may be 
formulated. Enquiries are now in progress in Calcutta and among the 
women labourers of plantations in As vim and it is hoped these will throw 
further light on tlii« serious problem. 

One or two points remain to be considered. A few years ago 
Sir John Mcgaw estimated that maternal deaths in British 
India amounted to approximately 2, 00,000 per annum. It has al- 
ready been pointed cut that, from available evidence, the nutern.it 
mortality rate may reasonably be assumed to be 20 per 1,000 live 
births. In 1936, the number of recorded live births in British India 
totalled nearly 10 millions Using these figures, we again arris e at 
tlve figure of 2,00 0:10 maternal deaths per annum. When it is re- 
membered that legistiation of births may be in defect to the extent 
of 20 per cent , it will be realised that the above total is a very con- 
servative estimate of the toll paid by the. women of this country in the 
discharge of their leproductive function. 

Death, however, is frequently only the final relea.se from prolonged in- 
validism. No fipnres are available which might permit of an estimate 
of the amount of ilt-Lealth caused by child-bearing among the women 
of this country. If English figures may be taken as any criterion, it 
follows that at least 30 per cent, of all Indian mothers suffer from dis- 
abilities of greater or less degree Even that figure enables one to 
visualise the inn'Mitnde of the problem to be faced in planning a pre- 
ventive campaign for a healthy motherhood 


Foetal deaths, still-births and neo-natal deaths. 


7. Foetal deaths, still-births and neo-natal deaths may be considered 
together because their causative factors are frequently the same. Re- 
liable statistics for foetal deaths are not available even in countries where 
registration of -vital statistics is satisfactory. According to Munro Kerr, 
howeser, '• it has been estimated that 15 of every 100 conceptions termi- 
nate with premature death of the foetus, while the incidence of still- 
birth is generally considered to be about 3*3 per cent Taking these 
facts into consideration it would not seem to be an overestimate to place 
the foetal death-rate at 165 'per 1,000 conceptions" 

A Talu&ble study of this question was carried out in this country 
by Dr. Christine J. Thomson during 1929-30. Her report is based partly 
on post-mortem examinations of 200 cases of still-birth and neo-natal 
death and partly on some 3,700 replies to a questionnaire addressed to 
hospitals all over India 


Fibres for the principal causes of still-births and neo-natal deaths 
in the Presidency towns of Bombay, Calcutta and Madras and the aver- 
age lor five British cities as given by Holland and Lane-Claypon ( 19261 
in an investigation covering 1,311 cases are given in Table X ' 
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Tatslz X 


Principal cati-if* of still-births end nto-natal deaths in percentages. 


— 


OWtt*. 

MftdrM. 

Fire 

llntnh 

cttic*. 

1. Con plication! cl Ubour 

32 2 

32 9 

30 6 

31-8 

5. Actc-partnra h*tnorrfc*g« 

11 s 

S 8 

10 4 

18-9 

3. Touam of pregnancy 

(5 2 

17 1 

13 2 

12-3 

4. MitcnuliUtn 

19 2 

11-6 

16 3 

2 6 

S. Sjphilia .. .. .. .. 

1 2 

2 4 

1 3 

8-6 

6. FoeUl lUtn . . 

*•» 

2 6 

2 6 

10-3 

7. Preniatnrity, ptr m 

16 1 

17 6 

U7 

3 2 


The pcrientagcs of '* complications of labour ” in the Presidency 
cities approximate to that for Great Britain, but Dr. Thomson's report 
shows that m the Punjab, the United Provinces and Kashmir, where 
osteomalacia is prevalent, much higher ratios than the British figure 
are to be found. 

“ Ante-partum haemorrhage ” is not so important a causative fac- 
tor in this country ns in Great Britain, but Dr. Thomson points out tliat, 
“ as in the West, it shows the same tendency to occur in raultiparne and 
to bring about a premature termination of pregnancy.” 

The uneven distribution of the incidence of eclampsia has already 
been mentioned. “As in the West the bulb of the eclamptic mothers 
are primipara.” 

“ Maternal diseases” seem to play a much more important part 
in India than in Great Britain ; this may he due to the prevalence of 
tropical diseases such as malaria. 

In Dr. Thomsen's opinion “ prematurity ” per se is a primary 
canse of considerable importance in this country. She pointed out that, 
41 in the three large Presidency cities, 59-64 per cent, of alt dead-born 
children and cases of early infantile mortality were prematurely bom.” 

A preventive campaign against neo-natal mortality and foetal death 
presents a problem of great complexity. Whilst in Western countries 
remarkable progress has been made within the past few decad**s in the 
reduction of infantile mortality, most of that reduction has been effected 
amongst those infants who survive the first month of life. According to 
Hunro Kerr, “ at the present time half the infants who die in the 
first year of life perish before they are a month old. Death reaps ns big 
a harvest in the first month of life as it does in the eleven subsequent 
months ’* The qr^iion of neo-natal mortality will be further considered 
along with that of infantile mortality. 
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Infantile mortality. 

6 In Lis annual report for 1930, the Public Health Comm iss loner 
di«euwtl at some length the question of infantile mortality and also pate 
graphs for British India and for the provinces showing the trend of in- 
fantile mortality rates during the period. 1892-1930. The.-c graphs have 
been extended up to 1936 and are appended. Their striking feature is a 
general decline from 1918 onwards Whilst the maternity and child 
welfare inotement started in this country about 1918, this apparent 
decrease in mortality is much greater than can be attributed to the 
benef.cent eliect-» of that movement. The Public Health Commissioner 
in fact expressed the view that continuous improvement in the registration 
of births had played a greater part. 

The question, whether any significant reduction in infantile mortality 
has occurred, has recently been investigated by the Department of Vital 
Statistics and Epidemiology of the All-India Institute of Hygiene and 
Public Health, Calcutta Because, in view of improved registration, the 
infantile mortality rates of more recent years were not strictly com- 
parable with those of an earlier period, the figures for the decennium 
1926-35 were used and it was found that no significant decline ' was 
demonstrable for British India as a whole The same investigation made 
an interesting comparison between the rates of reduction of infantile 
mortality in British India and m England and Wales between 1912 and 
1936. 

dfcons end rattos of infantile mortality rates of British India and England 
and B’c/ey. 


SI tan of — 

India. 

j England 

j Ratio. 

1912-16 . 

204 

102 

2 0 

1917-21 1 

217 

80 

2 4 

1622-26 

1S1 

73 

1 2-6 

£27-31 ...... 

176 

67 

I 2-6 

1932-36 - - 

i 1,3 

61 

2-8 


The average quinquennial infantile mortality in British India, in 
spite of an appreciable fall since 1912, is now 2*8 times that of England, 
although during the first quinquennium given above it was only twice as 
high. The rate of fall has, therefore, been much slower than that of 
England 

. 9 - Table XI gives relevant figures for British India and the pro- 
vinces m respect of the distribution of infantile mortality for the different 
age periods during the first year of life ; the percentages for England and 
Hales (lyoo) are also given for comparative purposes 
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Deaths at varying periods in the first year of life in British India and the 
provinces during 19SC, expressed as percentages. 


- 

IjL 
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£ 
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•England and Walea 

72 5 

38 7 

63 4 

20 6 

17 I 

67-0 

(1031). 







British India 

CO 8 

23 3 

47-3 

31-2 

j 21 6 

102-4 

N. W. F. Province . | 

61-7 | 

18 2 

35 1 ! 

37 8 1 

27 1 

121 7 

Punjab 

65 C 

21 3 

43 8 

23 8 


153 4 

Delhi 

M 8 

20-1 | 

33 4 

37 6 

27 1 | 

1C2-8 

United Provincea 

04-6 

27 7 

42 8 

31 8 

22 4 

148 6 


71 2 

30 0 

60 0 

30 6 


118-0 

Orssa 

S3 2 

28 3 

48 0 

31 2 

17 3 

108 8 

Bengal 

50 0 

32 1 

60 5 

28 3 

15 2 

170 0 

Central Province* 

43 7 

20 8 

47 7 

27-4 

21 0 

235-0 

Bombay 

50 1 

21-7 

33 6 

301 

23 3 

160-1 

Sind 

63 3 

21 0 

40 0 

31 4 

25 0 


Madras 

67 3 

30 4 

61 0 

23 6 

22-5 


Coorg 

57 7 

20 7 

61 6 

20 1 

22 3 

181*3 

Assam 

54-8 

28- 1 

61-2 

30 9 



Aj'mer-Merwara 

65-2 

10-0 

28 0 

38 3 

32-8 

174 1 


•The figures for EngtanJ and Walea are published not for the first month of life hut for 
the first four weeks. Although the periods are not equivalent, tho discrepancies between the 
English and Indian rates are not likely to have been influenced to any great extent by this 
factor. 

In comparing these percentages for British India with those for 
England and "Wales it must be remembered that the error due to mis- 
statements of age is likely to be greater in the former. Taking the figures 
as they stand, however, the percentage of neo-natal deaths to total 
infantile deaths is higher in England than in India, particularly during 
the first week of life In both countries, about half the mortality of 
children under one year takes place during the first month, whilst the 
second six months period records the lowest rate. Provincial rates for 
neo-natal mortality show considerable variation, the figures ranging 
between 28-9 per cent in Ajmer-Merwara and 56-5 per cent, in 
Bengal 
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Causes of infantile mortality. 

10. Table XII sets out the chief causes of mortality in infants in 
Bombay City during the years 1932 to 1936. 



It will be noted that the largest figures relate to two groups of causes, 
“ debility, malformation and premature birth ” and '* respiratory 
diseases.” Dr. Christine Thomson’s inquiry showed that prematurity is 
a very common cause of still-births and neo-natal deaths in this country. 
“ Debility, malformation and prematurity ” all relate to pre-natal causes, 
whilst deaths due to “ respiratory diseases ” are mainly influenced by 
adverse environmental conditions It might, therefore, be anticipated 
that a majority of the infantile deaths due to the first group of causes 
would take place within the first month or even the first week of life 
and that most of the deaths due to respiratory diseases would occur in 
subsequent months. This anticipation is verified by the following figures 
taken from the 1936 Bombay City Health report : — 


Age-periods . 


— 

Under 

I week. 

1 to 4 

4 weeks to 

6 months. | 

8 to 12 
months 

Infantile debility, prematurity, malfor- 
mation, etc. 

88-3 1 

15-6 1 

22*4 1 

4-7 

Respiratory diseaeos 

1*0 j 

3 8 j 

46-7 j 

87-2 
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The figures in this statement represent the percentages, of the deaths 
from each specific group of causes, of the total number of deaths at the 
particular age-period. The percentages for the find group decline pro- 
gressively ns tlic infants grow older, whilst those o! the second group 
steadily increase. 


Child mortality. 

11. A high rate of infantile mortality is also commonly accompanied 
by a high death rate in the later ages of child life, because disease, when 
it does not kill, leaves the infant maimed and more liable to infection. 
Table XIII sets out the mortality rates for children under 10 jears at 
different age-periods for British India and for individual provinces in 
1936. The corresponding rates for England and Wales in 1931 arc also 
given for purposes of comparison. 


Table XIII. 


— 

Under 

one 

year. 

3| 

1—5 

year*. 


6—10 

jear* 

h 

A'CJ 

Total 
under 10 
year* 

II 

B "O 

Enpland mid 


7 3 




10 


12- 1 

Wale. (1931), 









British India .. 

1.620, SIC 

25-4 

1,144,375 

17 9 

344,152 

5 4 

3,109.343 

48 8 

N -tV. F. P. . . 

9.372 

22 2 

7.027 

16-6 

2.379 

6-0 

18,778 

44-4 

Punjab 

174.144 

31 0 

90,174 

17 1 

30,532 


300.850 

53 5 


5,024 

30 8 

2,700 

16-5 

621 

3-8 

8,345 

61 1 

U. P. 

280.350 

25-6 

222,927 

20 4 

46.058 


549.344 

50 2 

Bihar . . 

131,070 

19 2 

144,873 

20 6 

43,554 


323,297 

46 -0 

Orissa 

50,651 

26-2 

28,801 

14 9 

9.240 

4 8 

88,782 

45-0 

Bengal 

285,958 

23-4 

189,738 

15-5 

89,101 

7 3 

564,705 

462 


153,036 

28 0 

120,470 

22 5 




60-2 

Bombay . , 

123,280 

24-8 

105,933 

2\-3 

22,038 

4 4 

251,260 

50-5 

Sind . . 

9.619 

19-9 

6.687 

13-8 



18,606 

38-6 

Madras 

272,303 

26 8 

159,897 

15 6 

48,033 


480,323 

46-9 

Coo rg 

709 

18 2 

421 

10 8 

205 

6 2 

1,335 

34-1 

Assam 

36,152 

23-2 







Ajmer-Merwara 

4,090 

29-0 

2,965 

21 0 

437 

3 1 

7,492 

63-2 


Child mortality rates at the different age-periods are from three to 
five times higher in India than in England For the whole period 0-10 
years, the death rate among children in India as four times as high as in- 
England, 

The question has frequently been asked if the saving of weak and 
defective infants by intensive public health efforts is not detrimental to 
the welfare of the community by increasing the number of the unfit The 
experience of England, where remarkable progress in the reduction of 




infantile mortality lias occurred during the past few decades, does not 
support this view, for this reduction has been accompanied by a corres- 
ponding decline in the mortality rates of subsequent age-periods. In 
the words of the Chief Medical Officer of the Ministry of Health, “ at 
ages 1-2, 2-3, 3-4, and 4-5, the rate of mortality in 192G-32 was less than 
one-quarter of the corresponding rate in 18G1-70 and less than one-half 
the rate of 1901-10. Even m the years of adolescence, 15-20, where 
some slackening in the rate of decline Is observed, the death-rate in 1921-30 
was only 39 per cent, of that registered in 18G1-70. So far then as rates 
of mortality are to be trusted, it is certain that the spectacular fall of 
infant mortality within the century has not been associated with any 
.deterioration of mortality rates at later ages. That improvement of the 
environmental conditions of infancy has been at the expense of later ages, 
is a proposition unsupported by any evidence.” 

This brief review of infant, child and maternal mortality statistics has 
elucidated a number of salient facts which all go to support the belief 
that a high percentage of the deaths of mothers and infants is preventable. 
They also prove the necessity for a widespread preventive campaign. 
How that campaign should be planned is set out in succeeding chapters. 
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CHAPTER IV. 

MATERNITY SERVICES. 

1. Control of maternal mortality and morbidity, of foetal death*, 
still-births and nco-natal deaths and debility lies m the pro\i*bm ot better 
maternity sen ices. These seniors comprise the protection of niothrrhood 
during the pre-natal, natal and post-natal periods. Kor the. Rake of con- 
venience these aspects of maternity ami child welfare are considered 
separately from the infant and child welfare soruecs, hut the essential 
unity of the care of the mother in her capacity a.*- wife, expectant and 
nursing mother and as guardian of the family ’« well-being must be kept 
in mind. 

The maternity cervices are presided partly by medical and public 
health authorities and partly by voluntary organisation*. Maternity bed* 
in hospitals and dispensaries nre ns a general rule under the control of the 
medical department Maternity homes may be under the public health 
or the medical department, or both kinds of institution mny he maintained 
by soluntnry organisation and be under the control of neither In the 
same way, doctors and midtvncs may be employees of the medical depart- 
ment, the public health department, voluntary bodies or in private 
practice ; some are under supervision by one authority, some by another 
and some completely independent and uncontrolled- Pre-natal clinics are 
similarly distributed. 

Unity of purpose and intimate contact between the various depart- 
ments is perhaps more utal in the field of maternity and child welfare 
than in any other sphere of medical and public health work, and the 
means of securing co-operation, co-ordination and continuity in the care 
of the mother require careful consideration. In this connection, it may 
he noted that, in two provinces, namely, the United Provinces and the 
Punjab, the post of woman assistant to the Inspoctor-General of Civil 
Hospitals has been created, whilst in Madras there is a woman Assistant 
to the Director of Public Health. At one time, the woman medical 
assistant to the Inspector-General of Civil Hospitals, United Provinces, 
was also the Director, Maternity and Child Welfare, under the Provincial 
Branch of the Indian Red Cross Society and was thus able to supervise all 
medical and public health work amongst women and children during her 
tours throughout the province. 

Effective contact between institutional midwifery and the domiciliary 
service is dependent on mutual co-operation between the provincial medical 
and public health departments The question whether one medical woman 
either attached to the medical or the public health department can direct 
and supervise both the curative and preventive aspects of medical work 
merits consideration Such an arrangement would facilitate the required 
co-ordination and would be economical of time, energy and money Given 
medical women with a sound knowledge of both aspects of the work this 
is a policy offering a reasonable solution to the question 
Pre-natal care 

2. Adequate pre-natal care demands the examination of the mother at 
least once a month when, in addition to an assessment of her health, sped c 
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infantile mortality lias occurred during the past few decades, does cot 
support this view, for this reduction has been accompanied by a corres- 
ponding decline in tlic mortality rates of subsequent age-periods In 
the words of the Chief Medical Officer of the Ministry of Health, “at 
nges 1-2, 2-3, 3-4, and 4-5, the rate of mortality in 1920-32 was less than 
one-quarter oE the corresponding rate in 1801-70 and less than one-half 
the rate of 1901-10 Even in the year* of adolescence, 15-20, where 
some slackening in the rate of decline is observed, the death-rate in 1921-30 
was only 39 per cent, of that registered in 1SG1-70 So for then as rates 
<>f mortality are to be trusted, it is certain that the spectacular fall of 
infant mortality within the century has not been associated with any 
•deterioration of mortality rates at later ages That improvement of the 
environmental conditions of infancy has been at the expense of later ages, 
is a proposition unsupported by any evidence ’ * 

This brief review of infant, child and maternal mortality statistics has 
elucidated a number of salient facts which all go to support the belief 
that a high percentage of the deaths of mothers and infants is preventable. 
They also prove the necessity for a widespread preventhe campaign. 
Bow that campaign should be planned is set out in succeeding chapters. 
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- Jnsfiftiftonal Midwifery, Calcutta, J93S — eontd. 
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Four o£ the six hospitals accepting midwifery pupils and two 
hospitals training mcdicul students have no pre-natal climes. There is 
no doubt that pre-natal care should be a function of all teaching hospitals. 
It may not be practicable, for many jears to come, to provide skilled 
attendance for all confinements, particularly m the rural areas, but it 
need not be considered impracticable to provide some facilities for pre- 
natal examination, so that the more serious abnormalities at least might be 
prevented. This, however, depends on the training given m pre-natal 
work. 

The prejudices of the mother, her carelessness about her own health 
and her ignorance of the value of pre-natal care or of the facilities pro- 
vided are a serious handicap to adequate supervision. The most successful 
remedy lies in visiting the mother in the home. Home visiting is dis- 
cussed in a subsequent chapter and it need be mentioned here only to stress 
its vital importance. 

It has unfortunately proved impossible, from the replies received, to 
construct a table showing the number of pre-natal clinics attached to 
maternity hospitals and homes or to welfare centres Not only are the 
replies incomplete, hut several give the number of pre-natal sessions con- 
ducted during the year instead of the number of clinics . About 20 per 
cent of the S28 welfare centres given in Table XIX (page 51) profess 
to look after the health of the expectant mother, but few have a visiting 
doctor and many are staffed by midwives who have little or no training 
in pre-natal work and are unaware of the technique of home visiting or the 
importance of preventive and constructive health measures 

Two types of pre-natal clinic are required. The central or con- 
sultative clinic where obscure conditions can be investigated and the treat- 
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ment of disease undertaken and the outlying or subsidiary clinic 'where 
emphasis is laid on the promotion of health through the education of the 
mother in the hygiene of pregnancy and on the diagnosis and ameliorate 
of minor degrees of ill-health. The former corresponds to the hospital 
pre-natal department and draws its cases from a wide district ; the latter 
to clinics held in maternity homes and welfare centres and covering a 
circumscribed area round the centre or home. Systematic home Msiting 
of all expectant mothers in the area is only possible in conjunction with 
the latter type of centre. The role of each type of clinic is distinct yet 
mutual co-operation and reciprocity is essential to secure this Some 
form of duplicate records is required to facilitate transference of the 
patient from one clinic to the other while providing for continuity and 
uniformity in the care of the mother. 

It is desirable that every teaching and large maternity institution 
should have attached to it a qualified health visitor. Whilst her duties 
cannot be so clearly defined as those of a health visitor in a welfare centre, 
she wjll be fully employed in work connected with the specialised type of 
patient sent to a woman’s or maternity hospital and will also to some 
extent perform duties ordinarily carried out by a hospital nlmoner. She 
would not be concerned* with the collecting of cases from outlying areas 
but would only attend to the cases after they come to the hospital out- 
patient department. 

Medical supervision of the expectant mother is by no means easy to 
arrange. For the medical staffing of the clinic the choice lies between Ike 
private practitioner, the doctor attached to the local hospital or dis- 
pensary and a touring maternity and child welfare officer. Obviously 
continuity of care m the pre-uatal and intra-natal periods can best be 
secured by the two former methods, the sen-ices of the doctor responsible 
for the pre-natal examination being thus available when necessary for the 
actual confinement Where medical men or women with sound training 
and subsequent experience in obstetrics are available, this method is to be 
encouraged. For other areas, the touring maternity and child welfare 
officer seems to be the only feasible solution. In this connection it is 
interesting to note that the Inspector General of Civil Hospitals, Punjab, 
in 1938 issued a circular laying down attendance at the pre-natal session 
held in the welfare centre as one of the duties of medical women attached 
to institutions under the medical department. 

A considerable proportion of women attending the pre-natal clinics 
require admission to hospital fox the treatment of the graver disorders 
of pregnancy or for intercurrent disease during pregnancy and for the 
adequate care of such cases special pre-natal wards ate desirable. Informa- 
tion m respect of the number of beds, especially reserved for pre-natal 
cases, has not been made available, but the number is believed to be 
negligible and reference to Table XIV, winch shows that not a single 
hospital in Calcutta has a special provision, bears out this assumption, 
aitiiough these cases ate on occasion admitted to the general or gymecolo- 


Intra-natal care. 

3. For the actual conduct of maternity work, there are two tries of 
- crvices • (a) institutional and (b) domiciliary. These will be discussed 
separately, but dose co-ordination between the two is essential 
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(a) Institutional mi(hdf<ry . — Before reviewing the existing wnriec* 
it has seemed desirable to try to estimate the number of bods required for 
labour ca««. These way be admitted to hospital l»ccnu«r of obstetric 
abnormalities or poor general health ; others because home conditions are 
unsuitable for the confinement. A proportion of mothers will j»eek 
admission from choice anil bods arc also required for primipanr in whom 
labour may he prolonged or dangerous. Detailed information regarding 
the percentage of eases admitted under each of these heads is almost 
entirely lacking and the following estimate of requirements, based on 
"Western experience, is purely tentative. The number of beds required 
will of course vary from province to province with the customs, hnbits ami 
education of the people ; the prevalence of osteomalacia, oclnmpsm and 
amemias ; and housing and other environmental conditions, b'or general 
guidance, however, some standard is desirable. 

Munro Kerr in his ** Maternal Mortality and Morbidity ” estimates 
that in industrial areas the minimum institutional accommodation should 
provide for 15-20 per cent of deliveries on account of abnormalities. 
This docS not include provision for primipane or for women who elect 
for their own convenience to go to hospital Housing conditions in 
India are generally unsuitable and abnormalities associated with child- 
bearing common ; the provision needed may therefore be estimated for 
urban conditions ns 30-40 per cent of all confinements Thu, estimate, 
which may not be of general application, bas been calculated as follows • — 

Per cent. 


Provision for pre-natal and natal abnormalities . 10 — 15 
PrimipariB . . . . . . . 10 — 15 

Women who elect to go to hospital . . . 5 

Unsuitable housing conditions . . . . 5 


30 — 40 


Allowing each case an average of 12 days in hospital, one bed will 
accommodate 30 births per annum. Ou the further assumption that 
provision should be made for 30 per cent of births, the minimum require- 
ment will be one bed for approximately every 100 births, although actual 
requirements may be considerably in excess of this figure. In Bombay 
city, for instance, where the women are more willing to go to hospital, 
about 70 per cent, of all registered births take place in hospital and one 
bed is available for approximately every 30 births. 

In rural areas, where less overcrowding and less general ill-health 
exist, a smaller number of beds will suffice provided a satisfactory 
domiciliary service is available. 



It. W. F. Province . 

10,401 

122 

Punjab 

125,413 

2,001 

pelhi 

21,220 

147 

xj.r. 

201,430 

750 

Bihar 

30,087 

253 

Orisisa 

5.631 

48 

Bengal 

84,835 

600 

C.P. 

76,902 

245 

Bombay 

130,000 

2,436 

Sind 

26,074 

466 

Madras 

149,988 

1,051 

Assam 

6,349 

104 

Hyderabad State 


224 

Mysore State 

30,088 

780 

Jodhpur State 


10 


1-1 

66,504 

2 

•003 

1 7 

073.703 

172 

•02 


9.630 

AM 

AM 

•2 

1,626,159 

102 

-006 

•8 

1,113,021 

12 

•001 

•8 

249,066 

13 

•005 

7 

1,588,351 

33 

002 

•3 

674,308 

15 

•002 

1-8 

612,331 

199 

•032 

1-7 

52,862 

73 

•14 

•7 

1,509,637 

262 

•017 

1-6 

233.355 

16 

•007 
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2*5 

106,481 

100 

-09 


w tb ! standard of one bed per 100 births, regarded as reasonable in 
S t trn-ri e °i UIltl?eS ’-i be acce ? ted - the Cgares in Table XV would show 
that provision is adequate m the urban areas of the N-W P Province, 
the Punjab, Bombay, Sind and Assam, and fairly adequate ‘in Delhi. 



Bihar, Onva, Madras and Bengal In *omr arena, a large proportion 
of the bevls for maternity case* nre tdmwn as Ixinp maintained in general 
wards, which must he regarded as only n makeshift arrangement. On th- 
othcr hand the provision or maternity beds in rurnl nrens is utterly innde 
quote throughout the whole of India, althouph it must l*e remembred 
that the maternity bods in urban areas nre u**ed to a certain extent by 
women from rural areas 

In most provinces, the majority of these beds are provided in hi>s- 
pitals maintained either by Ooverntncnt, municipal boards or local l«>dies, 
but, in the United Provinces, the Dufferm Fund maintains 74 urban am) 
11 rural hospitals which provide 2^1 and S maternity ImsW n-'pec lively 
It must be remembered, howe'er, that the distribution of ns ail able beds 
is by no means uniform 

As the result of a rapidlj increasing demand for admission to 
maternity hospitals and maternity homes, small maternity homes orpanised 
by voluntary or pm ate effort arc spnnpinp up all over India. Many o! 
these are, unfortunately, sited in unsuitable buildings and placed under 
the charge of illiterate d«m incapable of takinp temperatures or of keeping 
records and with but a faint appreciation of asepsis nnd isolation. 

In England, it has been found necessary to register and inspect 
maternity homes in order to ensure a reasonable standard of equipment, 
staff and safety for the mothers Should the development of private 
maternity homes m India increase with the same rapidity in the future 
as it has in recent years, their supervision will shortly become a matter 
of some urgency Suitable control might be exercised by a system of 
licensing and by inspection conducted bv governmental medical and public 
health departments 

The respective roles of the maternity hospital and the maternity home 
are rarely fully appreciated, consequently maternity homes are fre- 
quently called upon to as-sume the functions of a hospital The role of 
the maternity hospital is to admit all emergency or unbooked cases, all 
major operations and to conduct a consultative pre-natal clinic It is 
desirable also that it should have wards for well and sick children and a 
gynecological department The planning, equipment and staffing must 
therefore be of a high order and the hospital consequently an expensive 
institution The maternity home should confine itself to the conduct of 
u booked ’’ confinements which are expected to be normal thus doing 
away with the necessity for much theatre equipment, the frankly septic 
blocks and permitting of a smaller staff. Homes maintained by public 
bodies or by voluntary organisations should have a pre-natal department 
and may arrange a domiciliary service For these reasons it should 
work in a circumscribed area in distinction to the hospital which draws 
its cases from a whole district or province 

Medical women employed in institutional midwifery. 

4. By means of the questionnaire, figures have also been obtained 
in respect' of the number of medical women employed in maternity hos- 

L2PHC 



punk and liomcs. Table XVI -rives details tor the individual pro 
Vinces:— 


Table XVI. 


Niinq of Trounce or ^tate. 

Number of 
bed* main- 
tained for 
tnuMfery 

Number of medical vromcn employed in hospi- 
tal* or home*. 

Graduates. 

Licentiates. 

Total. 

2MV. F. Province 

12* 

6 

10 

16 

Punjab . . . . 

2,263 

43 

80 

123 

Delhi ,, . . . . 

147 

8 

4 

12 

United Provinces . . 

852 

78 

104 

212 

Bihar .. 

205 

17 

48 

65 

Orissa . . 

Cl 

3 

9 

12 

Bengal .. 

637 

15 

27 

42 

Central Province* 

260 

29 

15 

44 

Bombay 

2,635 

88 

03 

151 

Sind . . 

539 

14 

12 

36 

Madras .. 

1.313 

96 

165 

201 

Assam . . 

120 

2 

17 

10 . 

Hyderabad State 

239 

12 

32 

44 

Mysore State 

880 

17 

39 

66 

Jodhpur State . - , 

.0 

3 

4 

7 


The largest numbers of medical women .ire employed in the U P 
tlie Punjab, Bombay and Madras In the Punjab, I] P. and Bombay 
most of these medical women are *-a»»l to be employed by non-official 
bodies, by which presumably js meant Missionary and Dufferin Hospital? 
Jr ilselrfif, the Previwijl Government employe the majority 

Midwives employed in institutional midwifery. 

5 Table XVII gives the numbers of midwives employed in hospitals 
and maternity homes in each province. Although it is desirable to hat* 
one midwife for every three beds, one to five may be regarded as a reason 
able provision According to the table, this proportion of one to three 
exists approximately in Bengal, the United Provinces, Bihar, the Central 
Provinces, 'Bombay and Madras. In some provinces, the figures indicate 
that the proportion approaches to one midwife for every two beds Thi? 



seems too pood to bo true nml in these instnhrm the replies can only he 
accepted with caution. A possible explanation is that c\cr\ midwife 
attached to the institution, whether Actually doing midwifery or not. has 
been included in the returns. 


Tamx XVII. 


Kamo of Pro* mrc 01 ! lute, i 

No of ted* main- 
tained for mid- 
wik r\ car «. 

No. ofinl.Mrrt 
employed in |,n. 

| it a la and home*. 

l*roj»in|on »f 
to ctrry midwife. 

X.-W.r. Ftovinci 

1SI 

H 

IS £ 

Punjab . . 

2,203 

187 

12* 1 

Delhi .. 

14? 

23 

O' 2 

United Provinre* 


238 

3-3 

Bihar 


87 

3 0 

Orissa 

01 

50 

1 0 

Bengal 

033 

209 

2-3 

Central FrO\ inces . 

200 

130 

2-0 

Bombay 

2.035 

025 

42 

Sind 

53!) 

47 

11-4 

Madras 

1,313 

030 

2-0 

Assam 

120 

39 

30 

Hyderabad State . . 

239 

32 

7-4 

Mysore State 

880 

103 

C 3 

Jodhpur State 

10 

33 

0-3 


As hospitals nnd their stall's are expensive, before embarkin'* on a 
general policy of hospitalisation for maternity cases, provincial Govern- 
ments and municipal and local authorities would bp well advised to 
consider the development of domiciliary services 

Domiciliary Midwifery. 

6 Domiciliary midwifery is relatively easy to provide, cheaper to 
maintain and meets the requirements of the noimal confinement even 
where home conditions arc by no means ideal 

The midwife K of course, the most important unit in a domiei'i »r» 
scheme and, if the figures can be accepted, Table XVIII shows liow insuffi- 
cient this staff is in most of the provinces. 
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Table XVIII. 


Staffs employed in domiciliary midwifery by local bodies and voluntary 
assoewftons. 





Xo of mid- 

Xo. of 

Xo of 




« nc*, awn- 

Proi nice or State 


fur donuci* 


trained 

births 

in 1930 

hary mid- 
wifiry. 

wives and 
nurse dait 

indigenous 

midwife 

N .\\ r P 

10,998 

1H 

13 

30 

5.923 

1,091,146 

1,142 

Punjab* 

1.000,140 

1 


30 

Delhi 

30.379 



u r. 

I.KS7.198 

133 

3H3 

573 

6,229 

20,428 

8.4S9 

Bihar 

Orn»a 

1.141.00S 

214,097 

n 

10 

30 



1.073.200 

21 

90 

218 

IS, 591 
4,052 
5.013 


071,203 

21 



Bombay 

742,331 

* 




79.130 


1C 

30 

4,971 

3.7S2 


1,009.021 

35 

430 


Assam 

239.701 

17 

33 



Hyderabad State 

163.220 


„ * 

70 

40,800 

Mysore State 

Jodhpur State 

| 136.509 
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•Large numbers of nurse <fai* an<l trained dan arc available for private employment 


Under the Uoglish Midwives Act of 1936, every local authority i ; 
bound to provide an adequate staff for domiciliary midwifery Whilst tic 
definite figure is laid down, one midwife per hundred births is becomin? 
accepted as a reasonable figure The last column in Table XVIII show 
bow far India lags behind in this respect 

Some provinces report that as many as 70 per cent of births tak 
place without any skilled attention for the mother. This figure probabl; 
understates the case Table XVIII also shows that every province, will 
the exception of Madras and Punjab, employed trained dais in their domi 
ciliary midwifery organisation 

The midwife is capable of dealing only with normal cases ; for others 
she requires assistance cither from private practitioners, from specialist 
attached to women’s hospitals or from medical women with experience i" 
maternity and child welfare work. Most of the provinces report that tV 
r ' 1 hospitals and maternity homes are avaiUhl’’ 

it is almost certain that their sendees arc 
* extent 

The replies to enquiries in respect of the numbers of medical wow” 1 
employed in domiciliary midwifery show that apart from those era pi ^ 
in midwifery institutions, the provision is almost negligible, except in tV 
L R, Madras and Bombay and even jn these provinces the figures are ^ 
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pre-natal clinics, sterile equipment, medical shill and hospital admission, 
i’hc midwives aie also able to work m a roster, so that periods oi rest 
and leisure can be obtained, whilst contact with the institutional stall 
keeps their knowledge up-to-date. 

India has long been accustomed to look to Governmcut to provide 
hospitals, dispensaries and medical reliel, so that it is ha idly sui prising 
turn the employment ol midwives hy its local authorities preeeutit lue 
udoptiou ot tlus policy in Isuglaud. Few Indian municipalities, however, 
could allord to lmauce a complete scheme from tuen own resources and it 
is to be noted that when, in 1VJ6, LngUud made domiciliary midwncry 
service universal and compulsory, local authorities were authomcc 
to recover fees irora those able to jiay. bntil sonic such schemt 
is adopted m India, existing deficiencies will have to he nuec 
by midwives in private practice. Local bodies and voluntary 
associations which provide a domiciliary rnidw if cry servic 
would be well advised to institute und eulorce a scale of tee 
which, while not being applicable to the genuinely poor, would constitut 
additional funds for expanding the domiciliary sen ice. There is no rea 
reason why those able to pay tor the services of a midwife should not d' 
so and, in those areas where this system has already been practised, n< 
hardship has been caused and the families concerned have shown them 
selves willing to pay. The introduction of a scale of fee3 of this kin' 
removes the unfair method under which a completely free service injure 
the practice and income of private practitioners aud private midwives. 

Most of the provinces have apparently been unable to give the number 
of registered midwives in private practice, but from the figures rceetvet 
it would appear that there are 574 m Bengal, 388 in Bombay and 2,41 
in SI ad r as According to a recent survey carried out by the publi 
health department in Madras, the provision of midwives works out at OT 
per 1,000 births in municipal and rural areas. These figures may b 
somewhat misleading, because a midwife may be registered in one pr< 
vince and work in another. 

The income of the average midwife in private practice is ofte 
uncertain , in fact midwifery is frequently a secondary activity onl, 
practised m order to supplement earnings from another source. Fee! 
too, are usually small and the tendency is for the midwife to book moi 
cases than she can deal with efficiently. Technically, she is at a di: 
advantage compared to midwives employed by local bodies and voluntar 
organisations owing to lack of adequate equipment and, moreover, it i 
difficult for her to make contact with midwifery institutions and clinic! 
whilst under existing conditions there is no supervision of her work. 

Post-natal Clinics. 


8. Systematic post-natal examination is so far practically unlmow 
in India. The routine medical examination of mothers, for a period o 
six to eight we-' - - - - atairmal.A 

at an early ar m the „„ 

turn of ehron ■ . ... tills activit 

requires to be stressed not only m the teaching hospitals but in e^--; 
health visitors’ school Moreover every welfare centre, as well as ever! 
womens hospital, should hold organised post-natal clinics in the saffl' 
jV r r? at ?\ clim< c* health visitors and midwives should mu* 
every effort to induce the mothers to attend. 
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CHAPTER V. 

INFANT AND CHILD WELFARE SERVICES. 

Introduction. 

1. The mien of the vital statistics relating to infantile and child 
mortality continued in Chapter III shows that 13 per cent, of the total 
registered deaths occur tinder the age of 5 jenrs Little is known of the 
clinical causes of deaths in infnncs nud childhood oud still less about 
the social and economic entistw which influence the death rate U< search 
on these problems is required liofure effect i\«* control measures hnse^ on 
an understanding of the situation can he instituted In n general way, it 
is known that defective sanitation, bad housing and overcrowding, 
inadequate milk and food, carl} marriage, high birth rates, ad\cr«o socinl 
customs and such like arc in large measure responsible for high mortality 
rates, but there is little doubt that n factor of outstanding importance is 
the lack of skill and knowledge of motliercraft on the part of the mother 
herself This being so, the most hopeful method of control lies in 
educating the mother in the nurture of her children and in the precautions 
to be taken to secure their healthy development The first line of defence 
is to provide more universal education for girls nml to introduce inothcr- 
eraft classes into the curriculum of girls’ schools . the second to establish 
maternity and child welfare schemes on lines designed to meet the 
mothers’ need for knowledge of the simple mb*, of health Maternity and 
child welfare is essentially an educational sen ire providing advice and 
instruction for mothers in the care and management of their own health 
and that of their infants and young children 

Number of Welfare Centres 

2. The figures for maternity and child welfare centres for 1930 in 
the diiferent provinces have been compiled from the replies to the 
questionnaire and are given in Table XIX 

Table XIX 


Number of Centres. 


Province or State 

Urban or 1 

combined urban 
and rural. 

Rural. 

Total. 

N.-W. P. Province 

a 



Punjab 

70 

18 


Delhi 

21 

10 


U.P. 

138 

121 


Bibar 

17 



0m “ 

8 

5 
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Pro rare or BUte 

Urban or 
combined urban 
and mral 

Rural. 

Total. 

Bengal 

32 

. 

32 

CP 

sc 

“ 

72 

Bombay . . . . , 

to 

31 

53 

Bind . . . . , . 

7 

2 

0 

Madras . . . . 

83 

100 

107 

Assam 

f> 


5 

Hyderabad Bute . . 

4 


4 

Mysore State .. 

36 

7 

43 

Jodhpur State . . 

2 


5 


Table XX shows the different ngcneict under which the centres ni 
maintained These have been compiled from the replies sent by at 
mimstrative officers to the questionnaire hut here again the infomatic 
supplied is certainly incomplete It is surprising to note that administer 
tive officers seem to be unaware of the preventive work actually beii 
done in the areas for which they arc responsible. 
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In the U. P., the 2.">9 centres in existence arc (lh Wed almost equa_ 
between urlmn and rural area-, ami are entirely managed In' the Indi 
Red Cross Society. On the oilier hand, of the 19G centres in Madr 
138 arc organised under oflicial auspice > ami only 33 arc run by volunta 
organisations In the Punjab, the organisation pcs midway between tl 
of the 1 P and that of Madras ; of 88 centres, 37 arc under offic 
management, 13 are under voluntary organisations, 4 are under Koi 
Western Rail wax , xxhiht 31 are managed by combined official n 
xoluntary organisations Delhi Pnxince is shown r.s posec-sing 31 centi 
but 18 of these are m the cities of Old mul Xcx\ Delhi The Ren: 
figures total 31, including one attached to the All-India Institute 
Iljgii'iie and Public Health The 71 centres in the Central Provinces : 
distributed between rural and urban nreis fairly evenly. With th 
exceptions, including llomlmy whirh has 33 centres and Mysore which i 
43, infant and child welfare vork lias not yet dex eloped beyond 
experimental stage 

Health Visitors. 

3 Table XXI gix'Cs the total mban and rural births in each provi’ 
with the corresponding numbers of centres and certificated ben 
x isitors 

Experience has proved that one health visitor cannot deal with mi 
than a population producing 200 to 240 births per annum It is clear tl 
the axailable organisation is far short of this figure in most provinces. 


Table XXI 



Urban or combined urban end 












Name of Province 











-o a 




si 

|| 



Births. 

S 


£iiS 

Births 

5 

35 

£f J 



o 

* 

!5 


S 

8*“ 

tl 

N -tv F. r. . . 

10.404 

3 

3 

3.468 

68. SOI 




Punjab 

125,443 

70 

70 

1,792 

973.703 



46,5 

1,2 

Delhi , . 


21 

20 

1,061 

9,630 

10 

8 

U V. 

201.430 

I3S 

22 

1.833 


121 



Bihar 


17 

13 

2,314 

* 



371,3 

Orissa 


8 


210,066 

6 


Brncal 

84.RSS 

25 

9 

9 42S 




70f I 

Central pro- 


50 

61 

1,261 

574,306 

16 

12 

47,8 

Bombay 

130,000 

19 

19 

6,812 

612,331 

34 

1 

612,3 

Sind , . 

Madras 

Assam , . 

26 674 
149. OSS 
6,340 

7 

SS 

5 

4 

68 

6,668 

2.580 

3,174 

52 882 
1,500,637 
233,355 

2 

109 

1 

11 

52,8 

137,2 

Hyderabad 









State 









Mysore State 
Jodhpur State 

30,003 

36 

1 

1 

30,008 

106,481 

7 

6 

21.2 
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It tins long Icon recognised that the trained health visitor holds n hey 
position in a welfare centre organisation In the light of this fact, it in 
disappointing to find that m> manj welfare centre-, in this country still have 
eo trained health visitor on tlieir stalTs For uistume, although the U 1’. 
has 2o9 centres, only 22 health visitors nrc employed Fluid welfare work, 
in the real sense of the term, r.mnot he properly «. irne.l out by imdwucn 
and assistant midwives, micIi ns are m charge nt the majority of the U I* 
centres. The fact that the l'unjuh. with its ss eentr i., employs PI certi- 
ficated health visitors shows that it is possible l<> ohtiun trained woni'S. 
It is reported that the F 1’ employs a l»c^- number "i hv,Uh si-opts t).it 
that mast of their time is given i<> mnhwtcry ju.u tue '1 his is not. Inn 
e\er, the primary function of n health \isitor In Madras l’lesidenev V» 
health visitors arc cmplnved nmiiiK hv local bodies , 1.1 are employed hy 
voluntary organisations 

Women Doctors 

- 4. Table XXII gives the number of centres m enelt proMiice and the 
numbers of women doctors attached 



Table XXII. 


60 



Hyderabad Stale 
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The number of women doctor* engaged in thin tqihcrc of work is very 
imall except perhaps in Madras, where '.51 Inriitinlrs are employed under 
local bodies. There s*ccmn to be great mmijc for ilie employment or women 
doctors with special training m this Held »if public health work 

Early departures from health are nut nlnnxs capable of detection 
even by U trained health visitor The ihduetums to be drawn front nn 
obvious departure from health can m most >mm s only be made by a trained 
woman doctor It is for these reasons that cm rv welfare centre requires 
*o have a visiting doctor 

Functions of Welfare Centres 

5 Mat mitt} mid child welfare work is essentinllv of mi ediientinnal 
nature The education ot the mother begins by individual mstruetion in 
the home and this cannot be suitably mined out unless the health visitor 
pays regular monthly home visits to nil expectant mothers and to infants 
under one year and continue* to visit once n quarter the childien between 
the ages of one and five years On the assumption that 200 births per 
annum occur in a health visitor’s area, this means that she must pay 2,400 
home visits to infants alone, whilst 0 visits to each expectant mother means 
another 1,200 per annum. If the health visitor is to make these .5,000 visits, 
the must do at least 12 per day, assuming there are 200 working days in 
her year. These calculations take tin account of visits to children between 
the ages of one and five When climatic and other conditions are taken 
into account, it will be agreed that in addition to running her centre, ihc 
health visitor has a heavy task if she tries to work to this standard 

The health visitor’s task is to deal with the general development of the 
child, the management of breast feeding, clothing, bathing, teething, vacci- 
nation, weaning, the diet of the nursing mother, habit training, prevention 
d£ colds and minor dietetic and other disorders The mother has to be 
persuaded to change century-old customs and habits She lias to be in- 
structed in the hygiene of the home and its environment, in family budget- 
ing and m a host of other matters regarding winch the health visitor wilt 
be consulted once she becomes the tried counsellor of the family The 
same lesson has to be repeated again and again before new methods are 
accepted and practised 

Mention has already been made of the fact that most of the existing 
welfare centres are staffed onlv by mir-cs or midwives instead of by trained 
health visitors Whilst the training of a nurse fits her for nursing Under 
the general direction of a doctor her hospital experience gives her little 
contact with degrees of health Much less is she trained in respect of the 
advice to he given to the mothers and babies attending a welfare centre 
Only too frequently, resort is had to the charitable distribution of milk and 
clothing or, Worse stilt, to the dispensary habit of doling out medicines 
It is these practices which have liandieapned so severely the development 
of real welfare work vu tins country 
Until fully trained health visitors 
the centres arc guided and controll 
preventive outlook 

Whilst the importance of home visiting cannot be over-emphasized, 
it twist be stated that the welfare centre is an equally valuable adjunct to 
sound matemitv and child welfare work The welfare centre itself makes 



fi.v the economical u^e of the doctor’s services nml gives opportunities to 
the mother to consult the health visitor between the routine home visits, 
litre also can be earned out weighing tests and the more detailed examina- 
Ktuis w Inch are not possible in the home In addition, individual instruc- 
tion begun m the home can be consolidated by more formal group teaching 
and demonstrations, whilst the doctor is able to confirm the health visitor’s 
nii\ ice and ensure that it is acted on. 

In this country, since medical treatment is not always readily avail- 
able and the absence of facilities for treatment is a great handicap to wel* 
tare work, the treatment of minor ailments in the centre is legitimate. 
Croat care, however, most lie taken lest the welfare work, which is primarily 
pieientivc in nature, dctelops mainly a curative character. The centra 
which usurps the function of the hospital or dispensary does so to the detri 
mint of its own more fundamental work of promoting racial health and 
pre> outing disease, but also puts back the time when adequate medical 
facilities will he instituted Every emphasis should always be placed on 
teaching the mother how to carry out the treatment at home, other* 
Wi.se the centre quickly becomes converted into a dispensary and its value 
as a preventne institution is entirely lost Inadequate facilities for the 

treatment of disease is a handicap to her * 

w to take place, facilities for the relief < 

This means for India a wide extensu 
medical officers 

•“ It is a regrettable fact that in the past hospitals and welfare centres 
have not co-operated in the most fruitful way for the benefit of the women 
and children of the country'. Each has ‘ ’ ’ * r 11 

the persons concerned for whom both t 
fullest co-operation between the two. 

hut they are complementatr and neither can do without the help of the 
otto-. The misunderstanding on the part of the public as to what wel- 
fare centres exist for is partly at least due to wrong methods of working. 
"Where the right ones are tried, the public generally realises the work which 
the hospital and the welfare centre performs and where the one carries 
out what the other does not attempt 

Voluntary Workers. 

6. Good voluntary workers are always a valuable asset to a welfare 
centre For instance, the clerical work imolved in filling up and indexing 
cards takes up valuable time if it has to be done by the health visitor and 
relief, in this direction alone, leates her more free to attend to the technical 
duties for w Inch she has been trained In addition to work in the centres, 
voluntary worker* are frequently able to enlist the sympathy of local resi- 
dents and members of local bodies and thus ensure the collection and allot- 
ment o! funds necessary for success They should also be of value in home 
visiting and in carrying out propaganda work amongst women. But, in 
order to play a really useful part, the voluntary worker must in tbe fir=l 
-plate be prepared to give time and energy to the work and make herself 
the roughly familiar with its aims and objects Enthusiasm must always 
be accompanied by knowledge if the voluntary worker is to be of any real 
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assistance. Clares for \oluntnry workers might hr conducted either in 
connection "with health school-* or planned bv otlfr orgamsituun ongjig-tj 
m \olimtary work. 


Care of the child from 1 — 5 years 


7. The number of nursery **eh«x»ls taken from the replies to the ijtte-.. 
tionnaire total 35 This figure, like others nlre ul\ ipioted. must he accepted 
only with considernhle reserve 

The years one to five are entienl years in the child's dcudnpmrnt 
>*ot onlv is physical health liable to he undermined l»\ im inn Icqtmtc drt, 
by insnfiicienej ot sleep. In exposure in inf<>H'«ms diseases ami hv nasal is* 
factory cnMtonmciH.il conditions lmt the child's menial emotional and 
social de^'opmont may lie retarded by lack of the nccessan stimuli or h\ 
pmental ignorance 

Both physical health, and, to sonic extent, development of character 
can he influenced through the maternity and child welfare smic»* [„ 
well-organised schemes, the health visitor should pay quarterly visits to 
the homes of all pre-school children in her area and the children can nl*o 
attend the consultation clinics nt the welfare centre In most instances, 
however, the health visitor is fully occupied with work amongst expectant 
mothers and infants and the child between one and G\e jears is neglected. 

Nursery Schools. 


8. In such circumstances, the nursery school ofTers a method of pro- 
viding for the healthy phy&icat and mental development of the child In 
his report on the Health of the School Child, liKJG, Sir G Newman says . — 


*' The purpose of the nursery school has long been rccogni«cd by intelligent 
Observers who arc concerned in the nurture and education ot tho children of tho 
nation. The nursery school should seek to remedy the detects often inherent m tho 
conditions of home life tt is a species of Montcsson or McMillan School with health 
as its objective. The physii.il rare of these children comprises much more than mere 
phvsiral tj.cicise, important as that is It involves provision for free movement, in 
sunlight, when possible, m fresh air alwajs, out of-door s or indoors , regular periods 
for skip olid rest in the horizontal position j tripling in all dcsnable bodily U tbits, 
particularly personal cleanliness ; and arrangements for meals, unlading biuUhtc 
food at regular times The games, hirdnork and physical exercises undertaken 
should be to a large extent free and unhampered, though not aimless The thiluren 
Should bo trained to play together as welt as to plly alone, to breathe properly, t«. use 
their hmbs freely with increasing control, to move quietly when ucussary Walking, 
hopping (kipping, maixhing, lunmng and arm exe ruses are pariieularly valuable 
l'ullest .,,1 vantage .hould be taken at lift .n the open »>t ill to™ net.utua In, 

r iattie gardens, the tare 0 f b.rds 
in nature, as well as natural 
on should be maintained uitn 
ge numbers of little children of 
i of medical oflktrs, nurses and 
and ready to take prompt p re . 
vent iv .surM ajTjmst Ultcction. The school suouhl also provide definite training 
ventive ritasurts agji k |0 estab i lstl well formed lubits, cultivate atert- 

nis h n,itl J i-iovide for suitable training of the motor and sensory facul 

ess .iiip iag( rncss, a I ndvvork) Much may be done also in sense-tiam.ng ; 
as* 3 ) rdsVektV U&ch the child to notice broad rather than fine differences in colour, 
5* 1 r p ff or.la hearing to listen with attention, to respond to quiet 

form and size , as t g dls t m Snish different sounds and to develop a taste for 
..d ^n U W to m.blc tho duU to ,lape, .a 

£™io7e™toigh hi « 050 » U.4 to " to* “*" a * “ a Cn -"‘ nto“P»tot.on, .,d 
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With the possible exception of the Inst group, none enn l*e regarded 
as satMiietorj. lhulj care l»\ .u> <uit-.*bi in i-mrii i<u |i.i\me:it has lb:s 
advantage over a creele* that ih- n i. i. u i.i ,\ be mluu‘d and, 

where the attendant is const lenlimis mil i.mdW, the child benefits from a 
greater measure of mothering l ««t»«lu»* «»- m industrial ureas are, Jui.t- 
ever, seldom ideal mid nnlul sup. rvi-i«m *>i tins* hoarded out children 
by a health \i-iliw 1 - <l> -u. h. tin ••m|du..ii»* ni of temalc labour being 
a well-established prm in e in mum mdu-tnul eocieern *. u number of 
enlightened emplosers bi\e ien\juwl the \aluc of providing cm lies lor 
llio children <>i n« i woimn iab*.meis bun e liowivoi no legal obliga- 
tion in the ui it t i \.l * si-t - i.i 'in- . nintiv ■ v pi m Hnmlmv I’ri.suicucy, 
man} mill- .ind l *' i> Ills 111 '* m-uie nil -mb |>i«i\i-ion ml the tune seems 
Xlpe lor tin- bei ,g m.ul* i*.»n ul-oi} It m,»\ l< need that under the 
rules named b\ the Government of Bombay, nulls cui|du} mg more tli.m 
100 women must have suitable accommodation for the u-c of children 
below the age of six years. 

A creche is intcudcd to take charge of children from early mfancj to 
5 years. For the younger infants, attention to cleanliness, comtort, lccd- 
mg, safety and freedom front infection arc the main requirements, but 
even these require considerable knowledge and skill. The routine work 
may be entrusted to an untrained ayah, but the direction and supervision 
of the subordinate staff should be in the hands of an experienced and 
qualified woman who in turn will work under the general direction of a 
medical officer. Very few of the existing creches arc organised in this way 
partly no doubt because of financial consideration? but also partly to lack 
of suitably trained workers The arrangements for the older children up 
to 5 years should be similar to tho.se of a nursery school 


Institutions for orphans and illegitimate children, etc 


10 The replies to the part of the questionnaire dealing with this aspect 
of child welfare are conspicuous by their absence The matter is of some 
importance, because, whilst definite statistics of the mortality amongst 
infants and children in institutions or with foster parents are not available, 
the mortality rate is known to be excessive in one or two of these institu- 
tions The children admitted are very often handicapped from the start 
by bad heredity and by the physical hardships through which they have 
passed before admission and only the best medical and nursing skill and 
mothering can help them to recover health of body and mind 


"Whilst many of these institutions are managed and financed by volun- 
tary committees and the arrangements for cleanliness and comfort of the 
children are above reproach, others lack even the minimum sanitary re- 
quirements and possess neither the amenities nor the companionship neces- 
sary for the healthy development of the child Before the responsibility 
of Government with regard to these institutions can be advantageously 
discussed or recommendations made for their supervision, ranch more m- 
iormation concerning conditions obtaining in them is required This is a 
natter which should not he lost sight o£ by the Governments of this 
touutrv In any case, the control of these institutions is a question m 
which both medical and public health departments are closely concerned. 
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Tlie essential characteristics of an efficient nursery school are set out 
in a pamphlet entitled “ Variations within the Nursery School Movement 
published bj the Nursery School Association of Great Britain. 

Creches 

9. Another method of catering for the supervision of infants ?ud 
young children is the creche or day nursery. According to the replies given 
to the questionnaire, 97 creches are known to the medical and public health 
departments, but this figure is clearly an under-statement. Recent in- 
formation in regard to Bombay Presidency shows that there are 31 creches 
in mills in Bombay city and 61 m nulls in Ahmedabad. In other provinces, 
the proM'ton ot creches has not advanced so far, but at least five are known 
to exist ui Bengal and others are to he found in Nagpur, Bangalore and 
Madras 

The greater provision in Bombay Presidency is accounted for in lar£ ? 
measure by the appointment by the provincial Government in 1922 of u 
woman doctor for the purpose of investigating the conditions of women 
industrial workers in the Presidency Her enquiry showed “ that about 
9t per cent of the infants born to industrial women workers had opium 
administered to them in some form or other and thnt this was responsible 
lor much of the atrophy group of diseases met with amongst infants 1 . 
whilst in that year there were only four creches in Bombay city and a few 
in Sholapur and Ahmedabad 

Shortly after the completion of this investigation, the Government^ 
Bombay appointed a Woman Inspector of Factories to deal especially with 
the problems affecting women and children. Although the number of 
creche, has increased considerably since, the numbers are still far short of 
requirements Where a creche is not available, infants and children of 
the working mothers are left in the charge of old or decrepit relatives or 
of the elder children of the family, the arrangement in neither case being 
satisfactory. 

The following figures were collected by the manager of one of the jute 
mills in Bengal after the passing of legislation prohibiting infants from 
accompanying their mothers to work They indicate the new arrange- 


ments made for the care of 120 children of working mothers. 

In charge of an outsider on payment of 0-4-0 Weekly . . 15 
Unattended and playing outside . . .15 

In charge of a small brother or sister . . . 49 

In charge of aged relatives . . . . . 29 

In charge of other relatives . . . . 12 


120 
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With the possible exception ot the Inst group, none enn bo regarded 
<J3 Mitlstaclorj i)jil\ tan h\ m* «nn».,l«i m nUnn l“i payment has this 
advantage over a i-rivln- that tin n 1 . • . ml. e . n w«) be reduced am!, 
where the attendant is eon n*n liens ami k nulls . the child benefits from a 
greater measure of muthermg l fiidit » n- iu industrial areas arc, iio.v. 
ever, belilom uleal nml e.irelul sup. isisit.ii M tin"- • Imanlctl out ehihlrcn 
b} a health \ niter n .!« - i.b 1 In employ tin nt nf It male labour being 
a wcll-estabhshe.1 pra.ine in man. mdu-lnal umurih a number of 
enlightened employer-. base reo'gni-t* 1 tin* value of prowling o roe lies tor 
the c'mldron ei o. ,i wmin n !.il»>uiers J»uut. h-.\w\ei no legal obliga- 
tion in the m i«i . v.t .M-ts i.i ties ... mills . pi m Itombu) Presidency, 
many mills , n I i ■ l . ne* base ma<n* in* -u. Ii pi.isisiun .uni lln* time seems 
ripe i'T ilt.s l» hi _ r niaile minj ulsms li muy bi iluit umler ihc 

rubs ii.u.ed by the tiusermnont of Uombav, mills employing more than 
10s) a omen must have suitable accommodation for the use of children 
below tlie age of six years. 

A creche is intended to take charge of children from early infancy to 
5 years For the younger infants, attention to cleanliness, comfort, feed- 
ing, «afcty and freedom from infection are the main requirements, but 
even these require considerable Knots ledge and skill The routine ssork 
may be entrusted to an untrained as ah, but the direction and supervision 
of the subordinate staff should be in the hands of an experienced and 
qualified woman who in turn svill stork under the general direction of a 
medical officer. Very* few of the existing creches arc organised in this stay 
partly no doubt because of financial considerations but also partly to lack 
of suitably trained svorkers The arrangements for the older children up 
to 5 years should be similar to those of a nursery school 


Institutions for orphans and illegitimate children, etc 

10 ’ " ‘ with this aspect 

of child tatter is of some 

important, , ' rtality amongst 

infants and children in institutions or with foster parents are not as-ailable, 
the mortality rate is known to be excessive in one or two of these institu- 
tions The children admitted are very often handicapped from the start 
by bad heredity and by the physical hardships through which they have 
passed before admission and only the best medical and nursing skill and 
mothering con help them to recover health of body and mind 

Whilst many of these institutions are managed and financed by volun- 
tary committees and the arrangements for cleanliness and comfort of the 
children are above reproach, others lack even the minimum sanitary re- 
quirement., and possess neither the amenities nor the companionship neces- 
sary for the heathy toW' tc - « 

Sis^ToTr^mmen'Sil'made for their supervision, much more in- 
formation concerning — f^v ™e VoTrurntts^? This 
•natter which should control of these institutions is a question in 

SKoth meTcal' and public health departments are closely concerned. 

L2PHC 
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CHAPTER VI. 

TRAINING OF STAFF 

Medical Women, Ilealtli Visitors, Midwives and Dais. 

Introduction. 

1 It was fortunate that the pmmoters of the maternity and child "d 
tare movement realised at an early *tn"« the impmt.mce of propcrl} trained 
..■,'alj’s iur welfare schemes T!i“ establishment of the hist trainin'* tours.' 
ini health visitors ( 11>1S) actually preceded the fminat ion of the Lady 
l helms) old League Fund for Maternity and Child Welfaie (1920). The 
itK'diLAl woman, the health visitor and the trained midwife must all be 
available if the tna'cimum bent fit is to l»e derived from the centres In 
other splieics, it is well recognised that no decree of shill and knowledge in 
the actual worker can compensate for defective planning and administra- 
tion In tlu sphere of maternity and child viol laic, however, this seems 
to have escaped notice and the services of the health visitor have been 
only too frequently' rendered more or less ineffective by misdirection ’under 
un-mformed enthusiasm Special post-graduate trainin'* has long been 
considered necessary for the medical officer of health and, in the same way, 
if the mnternity and child welfare services are to be properly organis’d 
and integrated into health departments special training for the medical 
officers in charge is essential. 

Medical Women. 


2 A course designed to fit mediqal women for administrative and exe- 
cutive posts in maternity and child welfare schemes was instituted in 1931 
at the All-India Institute of Hygiene and Public Health, Calcutta, but un- 
fortunately so far only a few women have availed themselves of these 
facilities As the greatest urgency is to obtain trained medical women for 
the higher administrative posts in large cities, districts and provinces the 
course has been limited to graduates A further cogent reason for limiting 
the course to graduates is uncertainty ns to the future of the liccutiatc 
medical schools 

On the other hand, sub-assistant surgeons are employed by Govern- 
ments and voluntary committees and in army child Welfare work, whilst 
others are attached to dispensaries and small hospitals where they may be 
yvC|\v,tc'A to wndfttiako dwtics in connection with welfare centres and domi- 
ciliary midwifery. In Madras, the medical women employed under local 
bodies’ schemes are given a short post-graduate course in maternity and 
child welfare. Some knowledge of public health practice would be of great 
service to medical women and the question of arranging adequate courses 
for those already appointed is one of some importance 


Public Health appointments under local bodies open to medical women 
are so far uncommon (sec Table NXII) and the salaries of those in exist- 
ence compare unfavourably with the income of medical women in practice 
or in hospital posts The conditions of service and the nualfiications neces- 
sary for medical women taking up maternity and child welfare work all 
require careful consideration and emoluments should include some com- 
pensation for loss of private practice. 
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There can l>e no doubt that, if niatrnnlj mul child welfare work is to 
he properly organi s ed. the first rripim uieiil is in have n Woiirin of ih,» 
btalUb of Assist »M Director of Pul* >i 11. Ith m each pros itice and this 
appointment should lie open «ml\ in Hun 1 nlm possess citlicr n public 
health qualification or inlirnblv ,1 iliphnnn m m.iiernils and child ssel- 
fare and^have hud i xusidcr dih *\p lum* in Ili.it hi Iich "f public hcdib 
work. For ans .milo'i.uis iu«m«ip.d mid 1 ■> .d Imils Mlit*ini’> n v ounn 
doctor’s mts ices .in m ,d nd -'u ,iL.. - 1 , old huse h *1 spinal trainin'* 
lx she is to be able I., i* ■■ i lop ih> -i hi lin* under In r . h.trgi> on Mutable lines 
and to adsise and msliml bei ln.illh \i-it..i~ and mnlssises 


Health Schools and the Training of Health Vmtor 3 

5 Then* an -esen health schools m India, their o] emnjr dates heme 
Delhi, Vils . Lahore and Madras, 1922 , Nagpur, 1U2S . • 

Bombas, 1935; and Calcutta, 1937. Health Schools were foinierlv *in 
e.Msttnce in Bengal and in the U. 1’., hut were closed owing to llminciul 
and other difficulties The Kchools in the Punjab, in the Central Provinces 
and in Madras arc Government institutions ; the others arc maintained by 
voluntary organisations and all except Bombay receive Government grnnta- 
in-aid amounting to 20 — 30 per cent of the total expenditure. The 
Madras School was maintained by tlio Provincial Brunch of the Bed Crosi. 
Society until March, 1933, and was re-opened by Government m August 
1938. In Mysore State, a modified training course for health workers ha.» 
been established at the Closcpet Rural Health Unit 


That a matter vo vital to the development of the maternity and child 
welfare movement as the training of health visitors should have remained 
60 long in the hands of voluntary bodies may be taken as a testimony to the 
enthusiasm and determination of a number of far-seeing individual*,, but, 
although this policy may still be expedient, conditions arc changing fairly 
rapidly and no Government can afford indefinitely to shelve its responsi- 
bility in this sphere of preventive medicine, even although voluntary 
organisations are willing to continue to carry part of the burden On the 
ether hand, voluntary committees, whilst realising the influence they eau 
continue to exert on the development of maternity and child welfare work, 
are now inclined to believe that the experimental stage is past and that the 
time has come for them to deflect their resources in other directions. Thu 
trend will probably be accelerated by the new Nursing Registration Act3 
whieh provide for the better training and control of health visitors. 

4. Qualifications for admission— Qualifications for admission have up 
to the present been similar in the Bengal, Bombay Delhi, Madras ami 
Punjab schools The students must be not less than 21 years of age have 
read up to matriculation standard, have a good knowledge of English and 
possess a recognised midwiferv certificate In the Nagpur and Poona 
schools, a lower standard is accepted Provincial Nursing Councils arc 
now engaged in drawing up regulations in respect of the training of health 
visitors and the general tendency is to require the same standard of general 
education for health visitors as for midwives This is a lower standard 
than matriculation, which is now required, and is therefore a rctrngiadc 
ttep Selection of candidates will have to be exercised with care if the 
foimer standards of educational qualifications are to be maintained 

A criticism often levelled at existing courses of instruction for health 
visitors in India is the lack of training in general nursing fa the first 
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m&tancc, general musing experience was not laid down as essential because 
the gnls who wished to beumie health visitors would not face the long 
and strenuous training icqumd before they could obtain the nurse's quali- 
fication 

0 Qualifications of Superintendent — In five of the seven health 
schools, the Superintendent is an experienced and qualified, health 
\i«a tor, with cxpeneiKc of maternity and child welfare work in other 
countries In Bombay and Nagpur, the Superintendent is a medics. 
HDin,m graduate Medical women June been appointed as Superin- 
tendents presumably because health v L-ilors were not available, but this 
cannot be regarded as an ideal airangeiiient. The ordinary day-to-d-j 
i on! me ol a health usttor’s woik m the eentie and in home visiting iv 
letter taught by a health Msitor than by a doctor, just ns routine bedside 
nursing i.s better taught by members of the nursing profession 
uicd'enl outlook is supplied bv the lectuiers most of whom arc women 
doctors , tutorial woik should he done by n health Msitor The Superin- 
tendent of the Nagpur School, in addition to her school duties, acts a» 
provincial organiser of maternity and child welfare schemes and in this 
capacity is frequently aUscnt from the school. Tins arrangement is 
entirely unsatisfactory , m sm.li circumstances neither duty can he ade- 
quately performed 

G Diplomas . — The diplomas of the Lahore, Madras and Nagpur 
health schools are now recognised by their provincial Governments and 
are if sued by the official Public Health Departments The diploma of 
the Lady Rending Health School, Delhi, has similarly been recognised by 
tlic Central Government and is now .signed by the Public Health Com- 
missioner to the Government of India, who is ex-officio Chairman of the 
School Committee The certificate of the Bombay Health School is issued 
and recognised by the Bombay Nuising Council established under the 
Nurses Registration Act and Bengal will aho probably adopt the same 
policy ; that of Madras and the Punjab are recognised but not issued by 
the respective Nursing Councils. The certificate issued by the Poona 
School and granted by the Seva Sadan Society was un-official. In the 
Central Provinces and Madras, additional and superfluous diplomas have 
been given by the Indian Red Cross Society. 

In the near future, tlic inspection of health schools, the regulation of 
examinations and the issue of certificates is likely to become a function of 
the Nursing Councils, but it may be necessary to form some central body 
whose duty it will be to maintain approximately uniform standards and 
to facilitate the reciprocal recognition of certificates The former function 
is undertaken at present, as far as may be, by the Maternity and Child 
Welfare Bureau, Indian Red Cross Society. Some control is exercised 
through grants-m-aid or, as in the ease of the Punjab, by the fact that 
the Director of the Bureau has been external examiner for the Maternity 
and Child Welfare diploma for many years In this connection, it i' 
interesting to note that, in England the medical officers of the Ministry 
of Health inspect the training schools and attend from time to time fi* e 
examinations conducted by the Royal Sanitary Institute. The cert’* 
p a n. issued by the Royal Sanitary Institute is endorsed by the Minister 
® . Health and grants are paid to the training institutions by t^ e 



Oj 


7. J/ffiiHm of tiivfftirfmn. — The medium of mvtruitimi is Knglidt 
®t all Hie health schools except Nngpur and I'oonn, although tutorial 
instruction is given m the vernuuliir of the 1‘unjnb In icrtiim parts 
of India, the demand lor vernacular ti inning for health visitors has 
increased rapullv ui ret • m stars and lmnu-e tin* serious dlfhuillicv of 
acquiring Knowledge thniu»h a lnreigu langungr are genemllt, admitted, 
there is much to be said tor the institution of \rntnenlnr courses ' 


At the same tune earelul emisulerntjun inuM he given to the motives 
behind the demand It -com- prohnhh that the real reason is fuinm-ml 
not educational, and Unit the demainl is not for a high grade verna- 
cular training hut for the tunning of an inferior worker who will com- 
mand a lower snlarv The institution of two grades of certificate is not 
in conformity with present trends which aim at abolishing the lower grade 
training for doctors, midwives and nurses and this course is therefore net 
to he lightly undertahen. The replies to the questionnaire were almost 
unanimously opposed to the institution of two grades 

Existing scales or salaries are no doubt relatively high and beyond 
the means of many local authorities, but tins is largely due to the difficulty 
of obtaining trained women and. so long ns supply falls short of demand, 
the position will not change The low status of the nursing and midwifery 
professions in India is without doubt largely responsible for the con- 
tinued shortage of suitable candidates for admission to health schools. 
The more intelligent and ambitious women students enter the teaching and 
uiwlical professions, because in both, ‘•ocial status and financial rewards 
are of a much higher order With the spread of education and with the 
growing tendency of individual communities to fill teachers’ posts with 
girls belonging to their own community, it seems possible that greater 
numbers will be compelled to adopt the nursing and midwifery profes- 
sions. It may be, therefore, that the present demand for a second and 
lower grade of worker is transitory 


A second argument put forward m favour of vernacular courses n 
that girls of good education will not work in rural areas where the pro- 
blems are more urgent, whilst the general lack of social amenities and of 
adequate housing in the villages certainly makes rural work less attractive 
Others hold that these obstacles are not insuperable and can be overcome 
by the careful selection of pupil health visitors suited to village work 
The succeeding paragraph summarises the general trend of opinion as 
stated in the replies to the questionnaire 


If the health visitor is fitted by temperament, upbringing and 
character for rural work, a high standard of general education is an asset 
lather than a handicap The health visitor’* post as a responsible one. 
•he has to make contact with all classes of people from the illiterate 
labourer’s wile to the well educated members o£ her committee and she 
trust carry weight with them all it anything is to be accomplished. It 
is only on the has,, ot a sound education that the intensive special tram- 
’in" of the health visitor can be effective and that she iv.ll remain suffi- 
ciently convinced of the value of her work to mamtam her eonvic ion in 
the face of opposition prejudice and indifference She needs initiative 
and ability to adapt l.cr knowledge to varying conditions and people 
■ and the rSral worker needs these qualifications even more than the urban 
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worker. Her responsibilities arc greater because slie works alone and 
will regularly be faced with situations which never arise in the towns 
Tvlieie better developed health and medical services are in existence She 
needs character and conviction in greater degree because misunderstand- 
ing and misrepresentation have to be met without the stimulation and 
support afforded by contact with other worker-. A poorly educated worker 
ts, therefore, at a much greater disadvantage in a village than m a town 

The practical difficulties which have* to be faced in instituting verna- 
cular courses arc as follows In mo-t provinces, there is more than oue 
mam vernacular, properly qualified lecturers in the vernaculars are diffi- 
cult to secure and the medical officer of health may he an Indian from 
niiothci province Moreover, suitable text books in the different verna- 
culars do not as yet exist, nor do journals or other literature, so that the 
health visitor is unable to keep her knowledge up to date after graduation 
without using English Refresher courses and regular supervision would 
obviate this difficulty in part, but these are seldom arranged. Record 
keeping presents another difficulty, as the inspecting officer, whether Indian 
or English, may be unable to rend the local vernacular records 

Until provinces are in a position to overcome these obstacles ami to 
provide adequate supervision for the worker it would seem the better 
policj to continue the training on the present standard Eventually, it 
might be best for each province to maintain its own vernacular health 
schools and for a central All-India school to be instituted which would 
accept pupils from all over India for an English course, designed to give 
a more intensive and advanced* training to those women who aspire to 
supervisory and teaching posts At present, experienced health visitors 
required for key posts, particularly in teaching posts, have to be recruited 
from abroad or suitable Indian candidates are sent abroad for advanced 
training, arrangements which are obviously expensive and are in other 
ways undesirable. 


The advent of vernacular schools has been brought nearer by the 
decision of various Nursing Councils to require the same standard of 
general edneation for nurses, midwives and health visitors The standard 
is generally below that of matriculation and too low to enable the pupil to 
follow an English course This is an additional reason for hesitating over 
the institution of courses for a temporary inferior grade of worker. 


„ 8 Syllabus of course — The syllabuses of instruction in use in the 
different schools are fairly uniform and, since they have stood the test of 
time, little comment is necessary A recent tendency, however, is to widen 
1 ^ the health visitor's work and to bring under her care the school 

child and families infected with tuberculosis or venereal diseases In these 
Spheres, some experience of general nursing would be a great asset and sooner 
or later it will be necessary to consider the question of modifying the 
curriculum in such a way as to include experience of general nursing. 


. the fame time,_ a health visitor’s work is largely educational and 
social and, whilst nursing experience would undoubtedly be an asset, four 
years spent in acquiring technical skill, which the health visitor will have 
little occasion to apply, would unduly prolong the course and unneces- 
sarily increase the cost To meet these difficulties T> r Ruth Young, 



when Director of the Bureau, drew up n scheme for n four years' train- 
ing course for health -visitors* She has proposed that the first two jeara 
of this course should be devoted to the btiMC sciences including biology, 
chemistry, physiology, anatomy, dietetics, together with periods of general 
nursing experience arranged hv affiliation with hospitals, the third 
years course should include irninmg in midwifery and in pre-natal and 
post-uatal care , and the fourth year would correspond more or less with 
the present syllabus of the health schools Such a course would liavo 
tile advantage* of overcoming the prw-ent gap between leaving school and 
admission to a h.nlih vhwil This guj. »t four v ears is one of the great 
handicaps to recruitment of health visitors, because most of the suitable 
givLs have adopted other professions before they reach the age of 21 
Thus ideal might therefore, be Kept m mind and even made the subject of 
expci intent, but the present state of development of the nursing and 
m«tcrnily and child welfare services hardly justifies n venture of the 
ltmd at the moment. 


9. Practical training — Every health school except that in Poona has 
now attached to it a welfare centre The work of these centres is carried 
out by one or two trained health visitors who work under the direction of 
the health school superintendent and who assist m the day-to-day 
practical training of the students in home visiting and in management of 
the centre. 

A period of residence and practical training in a rural village should 
be made a definite part of the curriculum in all health schools and those 
schools which have not yet organised this work should do so without delay. 
A further increase of the period of 2-3 weeks devoted to rural maternity 
and child welfare work would go far to remove the demand for special 
schools for rural workers The development of rural ‘ health units such 
as are now to be found in the United Provinces, Madras and Delhi, affords 
admirable opportunity for the essential practical field training of pupil 
health visitors and may be expected, also, to provide additional recruits 
from the ranks of the midwives employed in those units 


10 Refresher courses — Pefresher courses arc held at the Lahore 
health school, but so far no other school has arranged this valuable and 
important part of its work. The value of the refresher course lies not only 
in the opportunities it affords of acquiring information on new develop, 
ments and new methods, but also m the mental stimulus provided by dis- 
C fission and exchange of ideas The attention of all health school com- 
mittees should he drawn to the necessity feWms : course 
each rear This should not lay any undue burden on the staff 

The health visitors employed by Government local bodies or voluntary 
... . . refresher course, should be regarded as on 

organisations who attend a reiresnci • , 

dutv and travelling allowance should be granted. 

' n Humber of students -' Table XX1TI detail, of the numbers 
ii numue r oj a ,, *],« approximate numbers trained 

of health vlsl J or ‘ 5 . tra,n 5 _ t *t, P facilities for training can almost cope 
ur-to-date At he if rapid developments take 

rCTn th”ma?e™Jv and child welfare field, additional accommodation 
in health schools mil l have to he provided. 

visitors in India, by Dr Path Yonng, U.B E , TOT.8 

•The Training of Health \ isitors in 
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Training of Midwives. 

12 Perhaps no part of the problem of maternity and child welfare 
is of greater importance than the methods to be adopted in this country 
for the training of midwives. In Tabic XXIV an attempt has been made 
to present the information supplied in rc.sponse to the questionnaire, but it 
w again a matter for regret that none has been giscn except by one or two 
of the provinces 

Table XXIV 





Information subsequently received from Madras stairs Hint there nre 
coven institutions for the training of higher grade undmves in English, 
39 for vernacular courses for mulvwvr- mid ,5.'» for the training of d<nj. 
Tvreniy-sev cn of these nre mission hospitals. Nor enn the figures for 
numbers of maternity cases* available for instructional purjKis. s he tnl.cn 
at their face value, because eotnc of the institutions included nre nko 
ustd for the training oi medical students who have the first claim on that 
clinier.1 matcnal lor iiiuum c it i* reported that the Central Provinces 
has (> hospitals admitting .507 i.w-.s mid that these train hi pupils for the 
Wmor midwifery tcrtilnate In other words the average number of 
cases per h«*pitul is .‘*0 and the average per midwife 10 l-*or the junior 
certificate, there arc 21 recognised hospitals, 473 cases nnd G7 pupiU, 
giving on an average about 20 cases per hospital and 7 cases per pupil 
Even if this supply of clinical material is increased by extern practice 
the position is anything but satisfactory. The Orissa figure of 109 cases 
lor 121 junior pupils is worse. Any hospital admitting less than 100 
cases per annum cannot be regarded suitable as a training school and 
even this figure is far below accepted standards. The 1920 report of 
the Departmental Committee on the Training nnd Employment of Mid- 
vvivek, England nnd Wales, states that “we hesitate to specify what 
raieht reasonably be regarded for prncticnl purposes ns nn institution 
sufficiently large for training midwives Hut if it be defined ns one with 
at lea«t twenty maternity beds together with nn adequate number of 
deliveries in nn attached extern district, this might perhaps, be accepted 
ns a guide for the future” Such a hospital could conduct about 300 
deliveries per annum Few hospitals m India approach this standard 
It should also be kept in mind that, although classes limited to one or two 
midwives may afford good opportunities for individual instruction, 
under such circumstances the pupils lack the stimulation of personal 
contacts and exchange of ideas. Moreover, these small classes are un- 
economical both as regards teaching staff and equipment 

Inspection and recognition of schools for midwives and regulation 
of ihe training courses will in future be vested in the Nursing Councils 
established under the Nurses Midwives and Health Visitors Registration 
Acts These Councils arc still of too recent origin to be functioning pro- 
perly. so that the standards of staffing equipment and accommodation 
winch will warrant the recognition of a hospital as a training school have 
yet to b“ laid down although a few of the Councils, notably Bombay , 
Madras the Punjah and Bengal, alrcndy have provincial standards The 
task of the Councils will he no easv one and will no douht be made the 
pubieet of review at an earlv date hut it is greatly to he hoped that the 
standards adopted in the different provinces will he of such uniformity 
that it will be possible to obtain reciprocity in the registration of midwires 
under the different Acts. In tliis_ connection the recommendation of the 
19-19 English Departmental Committee on the Training and Employment 
of Midwives is interesting. The recommendation states “ that existing 
arrangements for the approval and inspection of training institutions and 
teachers bv the Central Midwives Board are unsatisfactory by reason of 
their extremely limited seope and that the whole of this work should he 
placed in the hands of the Minister of Health, on whose behalf the majority 
of institutions recognised as training schools by the Board are at present 
inspected bv officers of his Department, either in connection with grants 
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in-aid of midwifery services or the training of midwives, as part of the 
routine inspection of jioor law institutions.'’ 

If uniformity of standards throughout India is to be attained, the 
establishment of a central authority for that purpose would seem U> be 
essential The manner in which such a central authority could he estab- 
lished is a matter winch docs not come within the scope of this report. 
The questionnaire did not a.sk for information or opinions in respect 
of the selection and training of pupil midwives It was considered that 
no useful review of the position could he made until the Nursing Councils 
were in a position to provide the necessary data. 

13. Number of pupil mid wives to be trained annually — In 1929, the 
population of Denmark was 3,519,000, total births numbered 05,297 and the 
birth rate was 18 6 During the same year, 1.0G3 midwives were in prac- 
tice and, m order to maintain the supply while preventing over-crowd H’g 
of the profession. 21 pupil midwives were admitted annually for training. 
To provide one midwife for every 100 births in India, approximately 
80.000 would be required and, in order to maintain the necessary number, 
about 2,000 pupils should be trained every year. The occupational tables 
in the 1931 Census Report give the figure of 85,909 for women employed 
ns midwives, nurses, compounders, vaccinators and masseuses, but only 
a fraction of this total are midwives Table XXV which has been com- 
piled from rpplics to the questionnaire gives the numbers of midwives 
reported to be practising in eight province-, ns only C.193 No information 
was made available from the provinces which are omitted It is admitted 
that the totals in the Table are understatements and that no estimate of 
the error can be made, but even so it is fairlj' obvious that there is a great 
shortage of trained midwives in this country and that great efforts will be 
required before the supply will be adequate. 

One method of obtaining a larger number of candidates for training 
might be the award of stipends to midwifery pupils, as few Indian girls 
are prepared or are able to bear the cost involved These stipends might 
be given both by official and voluntary organisations Stipends are already 
provided in Madras Presidency by the Government for higher grades, by the 
Corporation of Madras and other local bodies for vernacular grades and 
by the Red Cross and Dufferin Fund for both grades The shortage 
of midwives for the maternity and child welfare services also led the 
Director of Public Health to request the authorities concerned to increase 
tbe number of training institutions for midwives with the result that 
the schools increased from four in 1931 to 44 in 1937. 

Another point which arises from the present dearth of trained women 
is the necessity for training the hereditary or indigenous dai The role 
of the dai is dealt with in a later section of the report. 
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. The question whether domiciliary experience was included in the 
rinii I ^ n u C0Ul ? C T! or . Tni ‘ l " i ' Cs " ns on toc rod in the m-giitne by the l’mijub, 
p G p* ’wii ® ozz, kay nn( l S*nd and in the affirmative h> tiie N -YV I’’. 1*.» 

±., Madras and Assam. Madras is the only tmipir province "Inch 
answers with an unqualified affirmative, hut no details of the arrange- 
ments hare been supplied In the I,’ I' , assistant oiulwives trained under 
the Indian Red Cross Society auspices arc given mainly domiciliary train 
mg and only a limited amount of hospital work In pihnr and Orissa, 
domiciliary experience “ is not specifically mentioned in the syllabus of 
training,” but is given in some districts where the intern clinical material 
is inadequate* 


Domiciliary experience affords one method of remedv mg a shortage of 
clinical material, hut it lias an even greater value as a means ot inculcat- 
ing self-reliance in the pupils and in teaching them how to adapt ho=pital 
methods to domiciliary practice while they are under the strict supervi- 
sion of a trained awl competent midwife Extern practice, however, 
demands additional staff both for teaching and for supervision and many 
existing schemes fall short in tins respect Financial considerations 
are usually a greater stumbling block to the inauguration of domiciliary 
training than the social conditions which are frequently offered as an excuse 
lor failure to introduce the system 


Refresher roursti —Madras and Avoid are the only two pro- 
. 10 * \ ^ » h , w provided for j efresher courses. Bengal, reply 

vin ccs . t \ iat r c£ieslier courses ‘ are not icquired under 

mg in the ne = a * ,, m here can be no doubt of the desirability of hold- 

P'S" rules t 4 5'«i"e r courses for * OT «“*“* 

mg ro>>' I « « fre ^' r scheme for tl,e training of p»I>il midmves is in 

oMhe'ctat SXltSh a inter section of the report 
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1C Examining Body . — The conduct of examinations and the issue of 
certificates is now carried out by Nms'mg Councils, State Medical Facili- 
ties, United Mission Boards, Medical Examination Boaids, Special Boards 
of Examiners appointed by prouncial Governments or municipalities and 
bv cm* surgeons Private organisations and institutions frequently issue 
their own certificates In some pi minces, two examination boards are 
in existence, the United Mission Board and the official Examination Board. 
The Bengal Registration Act goes some way towards controlling the Issue 
of irregular certificates by prohibiting the employment of unregistered mid- 
wives in any institution wholly or partially supported by public funds, but 
private practice and employment by voluntary organisations and indivi- 
duals are still open to the unregistered, who under present circumstances 
suffer little disability 

It is more than desirable that the examinations for nurses, rmdwiyea 
and health visitors should be conducted by the provincial Nursing Councils 
Tins will facilitate uniformity of standards and reciprocity between the 
different provinces. 

17 Nomenclature — Much confusion is caused by the variations in 
nomenclature used for the different grades of midwives in different pro- 
vinces Various factors have combined m the past to produce higher and 
lower grades in both the medical and nursing professions, but the general 
tendency now is to eliminate the latter In the field of midwifery, 
the ideal to be aimed nt is undoubtedly one recognised standard 
for training schools and one midwifery diploma whether the medium of 
instniction be English or a vernacular In view of the shortage of training 
facilities and of suitably educated candidates, abolition of the different 
grades of midwife may not at present he possible, but something should be 
done to clarify the position as much ns possible bv .adopting a uniform and 
distinctive nomenclature for each grade eg , “ midwife ” and “ assistant 
midwife* The title 4 dai ’ should not be used to describe a woman who 
has had an officially recognised training course in midwifery 

The term “ midwife ” has a fairlv general application and has been 
u e ed to describe a woman who has undergone " a training of 12 months' 
duration (G months for trained nurses) including the personal delivery of 
20 patients and the obstetric nursing of 20 to 50 patients ’ ’ The course of 
training has recently been lengthened to 18 months in one or two provinces 

For the assistant, junior or vernacular midwife’s certificate, whilst a 
lower educational qualification is accepted from candidates, the course is 
similar, but is conducted in institutions where the standard of training and 
facilities for practical work are too low to warrant their recognition as 
schools for midwives Many hospitals train both grades concurrently, the 
juniors doing menial work and gaining experience by watching and assist- 
ing. This is a system which is to be deprecated 

The term “ nursc-dai" is u«ed only in the Punjab and denotes a 
**tiained dai who has passed an examination in nursing” The educa- 
tional standard of the candidates is generally low and, although the train- 
ing lasts two years and is usually given in a hospital, the pupil only gets 
a mere smattering of nursing. In so far as the term suggests that the 
-woman k a qualified nurse? and midwife, it is a complete misnomer and 
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stubborn and more amenable to discipline. New methods o! training, parti- 
cularly in respect of increased emphasis on pre-natal or postnatal care, are 
essential. The principle of 1 hands off ' in the intranatal period cannot be 
ov er stressed 

The sit at importance of supervision of the dais’ practice and methods 
is a so brought out nnmistal'ahly in the replies The advantages of pre- 
natal climes, managed by a travelling woman doctor or a health visitor, have 
olieudj been pointed out and the visits ot these trained workers might be 
conveniently combined with supci vision of the dais’ day-to-day activities 

10 I'acihhcs for training — The majority of dais’ training classes 
are held m connection with welfare centres and instruction is given by 
the health visitors working there Table XXVI summarises the position. 
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The chief advantage of utilising the welfare centre is that the dais 


i : 

to the centre, tins difficulty is largely obviated, but the number of fully 
staffed welfare centres at the moment is insignificant Under the rules for 
the Victoria Memorial Scholarships certificate, at least 20 deliveries con- 
ducted by the clot must be personally witnessed by the health visitor. 
I ndcr the Punjab Central Midvvives Board rules the number is only 10, 
much too small a number From her very upbringing and outlook, theore- 
tical instruction is of little value to the dai and the only way is to give her 
8u lent practice in better methods so as to make these more or less 
automatic Unless the new methods become second nature by repetition, 
iev arc likely to be forgotten as soon as tlie first emergency arises 
, 1S obvious that the number of dais which the health visitor can teach 
f ° r examinah0n is strictly limited A midwife working full- 
nnot Properly conduct more than 100 deliveries per annum, that is. 
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a number sufficient for the instruction of fixe <l<m The lienlth xisttnr lim, 
Of couise, other duties. This difficult x ha- led to the ednhltshiiHMil of train- 

schools for dais. 

Table XXVI nh 0 gix cs <ijun*-s for « lght i!<itt* training sellouts, and one 
other cxMs in Ajmer The«l«m nvd*- m the sehonl |u«*iium nnd the <• inp." 
of training includes rot «nl\ pri-iutnl xx>»ik .itid dtimicdinrx nml institutional 
midtu’fery hut ppwnles f\pi i i«*n< t in the xxork **f n child xxelfnre centre 
Apart from the stimulatin'.: nml ci-mpeftixe emit ids with other pupils, the 
premier facility of siipci »isi««n and tin* tit« ln- ,,, n "t pn nnt.i. x\**rk and lio,p|. 
t>tl experience, the esl.ilijishinent <d turning s Imuls is , eonmnn.il in respect 
of teaching staff and * quipim nl whilst ln!t«i le.ieln is ami licit* r te M’lung 
material call he pioxideil The mam diaxxhiek* me the unwillingness of 
tile axcrage «/«* t*> lease lu r inane toi a wu and the nppuMtum ol ihc ifim, 
iu the town m which the school is situated m **i\<» uxor their eases lor tcnch- 
illgpuii"ses The latter difficult \ might he oxen nine hy prohibiting tin re* 
gistoed pxaeliee m the area in which the school works nml bx recognising 
the xvnrk ot the pupil e/cm as an integral part of the local uuiniupal nud- 
xvifery scrxices, 

20 Course of Tracing — There is no uniformity in the course of train- 
ing pre.smbed for dan in the xanous proxmccs In the Punjab, training 
lasts one year and the cfai is inquired to conduct ten cases under siipcrvh 
eion. In Bombay, two standards exist, a primary and a sccomlarv The 
primary standard fixes no limit of time, but the dm must conduct eight eases 
and witness 20 The secondary training is a residential course of six 
months given to dais who show aptitude in the primary class In the Lady 
Graham Dais Training School in Sind, the rules laid down for the Victoria 
Memorial Scholarships certificate are followed, namely, the conduct of 
20 -cases under supervision and a course of instruction lasting not less than 
one year. The training may he wholly domiciliary, wholly institutional 
or a combination of the two. 

The ideal to be aimed at is a course of one year, the conduct of a mini- 
mum of 20 cases under supervision, experience of domiciliary and institu- 
tional methods and attendance, at a prenatal clinic. Emphasis should be 
placed on the practical side of the work, the diagnosis of prenatal abnorma- 
lity and Ibe principle of “ hands off ” during the confinement One 
aspect of the xxoik frequently neglected is the care of the mother and baby 
during the lying-in period , this deserves greater attention in future. 

21 Certificates — Most of the provinces which annnge courses in con- 
formity with the Victoria Memorial Scholarships rules use the Victoria 
Memorial Scliolni ships ceitificate The Punjab Central Midxvrves Board 
issues a doi’s certificate In the N -W F Province, the certificate is 
issued by the Inspect oi General of Civil Hospitals and in tlie Central Pro- 
vinces by the Public Health Department In the United Pro- 
vinces, certificates arc issued bv the Indian Rod Cross Society and m Bom- 
bax’ the Lady Wilson Village Maternity Association previously gaxe certi- 
ficates It seems desirable to seeuie some uniformity of syllabus and certi- 
ficate throughout India 

The position of the dai is somewhat anomalous In most proxnnees 
the laxv ignores her, but at the same time voluntary organisations assisted 
from public funds, or even public departments themselves, are actively 
en*m*»cd in persuading her to undertake a course of training and in using 
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briber}' to accomplish this end. .As the dai his no status c\en after tram- 
mg, she naturally sees no advantage in submitting to eontiol. The dai 
1ms been omitted from most of the Kuiso>, Muluiies and Health Visitors' 
Registration Acts , and yet m rural areas at least, she cannot be replaced 
at picsent, although the fact remains that under certain municipal Acts 
she can be licensed This position cannot be regarded as satisfoetoiy. 

The role of the rfai ill the large; urban ateas is entirely dilxereiit, 
Jlcie site piobably could, mid should, be replaced. Many town* have 
trained dais far in excess of their needs and, as training courses are held 
each jeai. new recruits icgulaily join tile prole -don. In the- c urban areas 
v, here .ideipute mnuheis ot tramed dai\ arc available, practice h\ un- 
trained > nd umej'isteied women .should ho prohibited and the funds Annu- 
ally .dhxatcd foi tiaming courvs shuu’d be dneried to stiengtkcr.ii’g the 
s ipei v isoi y -tad, so that the work of tne registered dais may be properly 
controlled 

Nursery School Teachers. 

22. The teacher holds the key position in e\ery nursery school scheme- 
She must be “ part educator, part nurse ami part social worker ” and 
therefore, needs not only special (jualitie-, of temperament and character, 
but special training AH that need he said here i« that the present lack 
of training schools for these teachers is a serious handicap to the develop- 
ment of the movement A further point worth noting is that the school 
staff must be larger than that for infant classes in elementary schools. 

Nursery schools arc now being established in various parts of the 
country, and, m South India particularly, the nursery school movement 
has already gained considerable momentum. The training given to infant 
school teachers is not suitable for nursery school teachers and, if the new 
movement is not to he brought into disrepute by the employment of unsuit- 
able staffs, special training classes for nursery school teachers will shortly 
have to be arranged. It is understood that the Madras Provincial Branch 
of the Indian Red Cross Society hopes to start such a course in 1938, the 
services of a nursery school teacher trained in America having been secured 
as superintendent of the school Two training schools are stated to exist 
in Bombay Presidency 

Nursery Nurses. 

23 Tins term denotes nurses engaged by individual families to look 
after the children under the general direction of their parents Institutions 
which tram Anglo-Indian girls for tins purpose include the Kaliropong 
Home m the Darjeeling Hills and the St. George’s Home, Ketti, in the Nil* 
giris The latter institution has recently recruited two English women to 
organise and conduct a regular course. In connection with the "Warne 
Baby Fold, Bareilly, a training course for Indian girls has been arranged. 
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CHAPTER VII 
LEGISLATION. 

Registration of births and deaths. 

I- The Births, Deaths and Marriages Registration Act of IrSC was 
tue first legislate measure ol its kind mul, with subsequent amendment*, 
is the only one applicable to the whole of British Bulla This Act, how* 
eter, provides onlj for the mluntaiy registration of births and deaths, 
rotn* pruxuicc* only hn\e so far pruxidnl themselxts with their own Births 
and Deaths Registration Acts, whilst others ha\e trained rules for this pur- 
pose under the All-India Act ot l&sb in a number of provinces, provi- 
sion has been made m Municipalities mul Local Boards Acts, but, in most 
cases, these Acts do not make registration <»t births and deaths compulsory. 
"Whilst, also, power is gi\en in those proMiieml Acts lor t lie framing of 
byelaws in respect of registration of births ami dc.it lis, this is not 
obligator The result i>» that, oxer large areas in most of the provinces, 
there is cxen today no compulsory system of registration. Tins defect 
has always been a great handicap to all public health departments m their 
efforts to improve the xaccmatiou ol infants anil is exen more so in respect 
of the development of maternity and child welfare work. Exen in those 
limited areas where registration is compulsory, the provisions of the Acts 
are rarely enforced, so that generally speaking \ital statistics arc deplor- 
ably defectne. It is hoped that the facts and figures set out in 
Chapter III will have demonstrated the urgent need for more accurate 
figures and for more skilled classification and calculation of rates. These 
have made it obvious that the present machinery tor the collection and 
tabulation of vital statistics requires 1o be completely oxerhauled, if not 
replaced Dependence on illiterate village officials for the collection of 
these important statistics permits of an initial eiror which is only too fre- 
quently intensified later by the machinery employed for the classification 
of events In Madras Presidency, for some years past, the final classifica- 
tion and consolidation of district and municipal figures is being carried out m 
the office of the Director of Public Health, and this arrangement lias re- 
sulted in considerable improxement The plan is one which may be com- 
mended to other Provincial Goxernmcnts It may be added, however, that 
medical officers of health could themselves, even under present circum- 
stances, do much to effect nnprox-ement, whilst m the last resort a few 
iudicious prosecutions for contravention of the laxv, where compulsory 
registration is in force, xvould bring to the notice of the people the neces- 
sity for compliance That this is so has been proved in Calcutta where 
prosecutions for failure to register have resulted m much more accurate 
records pertaining to the area concerned 


Notification of Births 

o ipjjg j erm “ notification of births ’* does not apparently carrv the 
, a m <T RifmificJfhce in India as it does in England and Wales In England 
and Wales under the Births anil Deaths Registration Acts, 1874-1926, a 
birth must ’be registered by the official registrar within 42 days of its occur- 
rence The registrar has no direct connection With the public health 
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department and bis figures are transmitted to the Registrar General, not 
to the medical officer of health. Under the Notification of Births Acts 
of 1907-15, births must be notified to the medical officer of health within 
.{G hours The purpose of the latest Notification of Births Act was to put 
the medical officer of health in possession of information relating to the 
occurrence of a birth at the earliest possible moment and at a time when 
measures to prevent departures, from health were most likely to be effec- 
tive The time lag of 4 2 dajs between the birth and the registration meant 
that the child might be dead and buried before the health visitor even 
heard of the event and notification was instituted to remove this obstacle 
to effective maternity and child welfare work. Since, in India, 47 per 
cent of the deaths of children under one year of age occur within the 
first month of life, the potential value of such legislation is obvious, pro- 
vided the information can be utilised Several Municipal Acts contain 
clauses under which the medical officer of health, if such au officer exists, 
is the official Registrar of Births and Deaths and all births and deaths 
must be reported to him. In the United Provinces, lor example, some 
municipalities have framed bye-laws under which ail births aud deaths 
must be reported to the medical officer of health within three days of 
their occurrence. Other clauses enable local authorities to frame rules for 
the notification of births to the medical officer of health Tlie-e measures, 
if suitably enforced, would go to improve present conditions and give the 
health authorities the early information which is so necessary in relation 
to maternity and child welfare woik They must be made more generally 
applicable, however, before they can be said to be of any gloat value. Here 
again, public health departments and medical officers of health might 
play a much more active part than they have in the past. 

Registration and control of Nurses, Midwives and Health Visitors. 

3 Considerable legislative activity m connection with the registration 
of nurses, midwives and health visitors has occurred during recent years, 
but existing Acts are without exception provincial in nature. These in- 
clude 

(t) the Punjab Nurses Registration Act, 1932, 

(«) the United Provinces Ntuses, Mid wives, Assistant Midwives 
and Health Visitors Registration Act, 1934, 

(m) the Bihar and Orissa Nurses Registration Act, 1935, 

(iv) the Bengal Nurses Act, 1934, 

(v) the Central Provinces Nurses Registration Act, 1936, 

(vi) the Madras Nurses and Midwives Act, 1926 (as amended by 

Act VII of 1934) ; and 

(i'») the Bombay Nurses, Midwives and Health Visitors Act, 1935. 

Comment has already been made on the absence of provision for (a) 
the registration of dais and (b) the prohibition of unregistered practice 
nnder many of these Acts. Defects in these respects are to some extent 
compensated by clauses in Municipal and Local Self-Government Acts 
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witch enable local authorities to promulgate rules for th* resist rat inn o t 
licensing of rfm'j and for the prohibition of unregistered practice, hut 
extension in thc-e directions is urgently necessary Moreover, attention 
nnst again he drawn t«> the desirability of utilising more frequently the 
powers already po^e^sed The I’unjah and Itihar Acts contain prohibi- 
tive clauses which can he applied at the discretion of the local authority, 
oct the local Gnsemii'cnt has ntai power to apply these to any area where 
the local authority fail- within a reasonable tune to take appropriate mea- 
sures to pronote safe midwifery It would make for greater progress if 
these powers were posses-ed l>\ other provincial Governments and if the 
powers already m existence were more commonly applied 

If the supervision of private midwives Is to be anything more than 
nominal, their work must he supervised in some way The Bongnl Act 
for instance gives the provincial Government power to make rules for 
the regulation supervision and restriction within limits of the practice 
of nurses, midwives and health visitors and to lay down the powers and 
duties of Supervtsorv Boards to he formed in every district Tliesti 
Boards have not yet been formed and meantime this duty has been 
delegated to the civil Mirceon In regard to some of the other pro- 
vincial Acts, the provincial Governments have the power to frame rule- 
for supervision of these women, but the method of carrying out this 
supervision has not been included in the Acts 

In order that the local supervising authority, who might be the local 
civil surgeon or the medical officer of health, should be aware of the 
numbers of midwives in domiciliary practice in their area-s, it has been 
suggested that a system of licensing by the municipality or local board 
should be introduced. 

Qualifications and appointment of maternity and child welfare workers. 

4. Although a number of Municipal and Local Self-Government Acts 
give powers to formulate rules regarding the terms of appointment and 
qualifications of maternity and child welfare staffs, very little advantage 
has so far been taken of those powers Earlier sections of the report 
have already stressed the importance of obtaining the services of adequately 
trained and experienced medical women, health visitors and midwives 
It is to be hoped that, in future, less reluctance will be shown m the use 
of the powers alrcadv available in respect of these appointments 

Supervision of Private Maternity Homes and Hospitals. 

6. So far as these institutions are concerned, no legislation exists in 
any province in India for their registration and inspection There can 
be no doubt that these institutions which arc m the hands of private 
individuals or organisations should be controlled in some measure. It is 
probable that existing Municipal and Local Boards Acts give no power 
either of inspection or supervision of these institutions, so that legislative 
amendments to existing Acts are necessary These amendments should 
provide for the licensing of such institutions by the municipal and local 
hoards concerned and for their supervision and control by means ot 
suitable byelaws. 
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Powers to incur expenditure on maternity and child welfare activities. 

6. In India, certain municipal and local boards Acts give these local 
bodies power to incur expenditure on maternity and child welfare work, 
but the provisions are usually permissive This power ought to find a 
place in the public health legislation of every province In exercising the 
existing powers, many municipal and local bodies find it difficult to pro- 
vide sufficient funds from their ordinary revenues for this public health 
activity This difficulty is best met by the provincial Governments making 
grants-in-aid on condition that certain standards are maintained. In 
thin way, maternity and child welfaie work in the provinces would be 
susceptible of rapid development and the standard would be maintained 
because local schemes would automatically be under the supervision and 
control of the official public health departments, which should have a 
woman medical officer of the status of an Assistant Director of Public 
Health Several provincial Governments now provide this stimulus of 
grants-in*aid, hut if these grants are to be expended to the best advantage, 
supervisory control of tlie kind suggested is essential. 

Factory Act and Maternity Benefit Acts 

7. The Factory Act of 1934 regulates the hours of work for women and 
the employment of expectant and nursing mothers It also encourages 
the establishment of creches, although their provision lias not been made 
compulsory except in Bombay under the provincial Act. 

Maternity Benefit Acts are now in force in several provinces and it is 
to be hoped that other provinces, where industries have developed, will 
shortly provide themselves with similar legislative measures For the 
proper administration of maternity benefit, some method of certification 
of pregnancy seems desirable, but at the moment welfare schemes under 
which this could be effectively done are insufficient in numbers 

8 The replies to the questionnaire would indicate that the first 
essential is the proper application of legislation and regulations already 
in force Legislative measures which cannot be made effective are almost 
worse than useless 
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CHAPTER Vm 

SUMMARY OF RECOMMENDATIONS. 

Administration, Organisation and Supervision 

If maternity ami child welfare w«rh is to tic properly organised m 
pro\inco, the lir^t requirement is to hn\e n woman medical officer of the 
status of Assistant Director of PuMh Heilth possessing either a pubiie 
health qualification or picfcialiix a diploma in maternity and child welfare 
trork and also considerable evpeiienec in tins hraneh of public health woi»c 
(Pages 15, 21, 22, 6.1 ) 

2 The experimental stane in the numnjrcmcnt of health schools f>r 
the training of health visitors in India basing now lieen passed, Govern- 
incuts should take o\cr ttie administration of health schools (Page 


3 For the larger and better organised municipal and local bodies 
schemes a woman doctor’s mu-mccs are essential (Page G3 ) 

4 The work of a health school requires the whole-time services of a 
Superintendent and in no ease should the Superintendent of a provincial 
school be expected in addition to undertake tours of inspection of child 
welfare centres. (Pages 19, 61 ) 

5 In order to play a useful part, voluntary workers must have 
knowledge of welfare work and classes for voluntary workers might be 
conducted in connection with health schools or planned by other organisa- 
tions engaged in voluntary work. (Pages 58, 59.) 

6. In order that the various provincial Nursing Councils should keep 
in close touch with each other, eg , in the interest of uniformity in the 
standards of training, the constitution of a central bodv seems desirable 
(Pages 21, 64.) 

7. Government grants-in-aid should be provided in order to stimulate 
development (Pages 22, 80 ) 

Statistics. 


& Directors of Public Health should consider the possibility of improv- 
ing registration of still-birtlis (Page 24 ) 

9. The attention of Directors of Public Health is recalled to the 
instructions issued in 1937 in respect of the classification of all deaths 
of “ mothers occurring within one month of childbirth ” as “ maternal 
mortality ” deaths In addition, Directors of Public Haltli are reminded 
that maternal mortality rates should he calculated on the combined figuic 
for live and still-births, (rages 23, 25 ) 


10 The facts show that the principal causes of maternal mortality 
i 1. uMihr rarr markedly in different areas in India and that there is 
room for further Researches into these questions as also into the causes of 

infantile mortality. (Pag 0 32 -) 
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Maternity Bervices. 

11 Co-ordination between the medical and publie health departments 
is perhaps more vital in the field of maternity and child welfare than in 
any other sphere of medical and public health work. (Page 39 ) 

12 For adequate prenatal care the first essential is the sound training 
of medical students and midwives This training should include instruc- 
tion in the methods of educating the expectant mother. For this pur- 
pose all teaching hospitals should have prenatal clinics. (Pages 40, 41.) 

13. Two types of prenatal clinic are required ; (a) consultative, and 
( b ) subsidiary , some form of duplicate records is also required to_ co- 
ordinate the work of the two and to facilitate transference of the patient 
from one clinic to the other (Pages 41, 42 ) 

14. The practice of accommodating maternity cases in general wards 
is to be deprecated and a large number of maternity beds in separate 
maternity wards should be provided. (Page 45 ) 

15 In order to ensure a reasonable standard of equipment, staff and 
safety for tbe mothers, maternity homes organised by voluntary or private 
effort should be supervised and inspected It is suggested that suitable 
control could be exercised by a system of licensing and by inspection con- 
ducted by governmental medical and public health departments (Page 
45.) 

16 Admissions to maternity homes should be confined to ‘ booked ’ 
cases which are expected to he normal. (Page 45.) 

17. Although it is desirable to have one midwife for every thi'ee beds, 
one to five may be regarded as a reasonable provision. (Page 46.) 

18 Considerable increase in the numbers of domiciliary midwives is 
required (Page 48 ) 

19. Additional female medical aid should be made more readily avail- 
able in all domiciliary midwifery schemes (Pages 48, 49.) 

20. For the supervision of domiciliary midwifery the solution seems 
to be in the appointment of medical women or health visitors with sound 
obstetrical experience (Page 49.) 

21. Attention is drawn to the advantage of attaching midwives to a 
maternity hospital, a maternity home or a welfare centre. (Page 49.) 

22. In all domiciliary midwifery schemes, families who are able to pay 
should be charged fees for the services of a midwife. (Page 50 ) 

23. The value of postnatal examinations should be stressed in courses of 
iustruction in teaching hospitals and in health schools. (Page 50.) 

Infant and Child Welfare Services. 

. ^ child welfare work in the real sense of the term cannot be pro- 

perly carried out by midwives and nurses, the employment of a trained 
55) visitor ,in eacl1 centre is a primary necessity. (Page 



25. Since early departures from health nre not always capable o{ 
Detection even by a trained health \isitor, every well arc centre requires 
>y hate a visiliug doctor. ll'ogc 57.) 

26. Great care must be taken lest the vulture work, which is primarily 
preventive m nature, develop* mainly a curative character The centre 
Should not usurp the function ut a hospital or dispensary, hut, if hound 
development of welfare work is to tnhi place, lavilitics tor the relief of 
suffering must be made available this means lor India n wide extension 
of rural dispensaries and rural medual ollkeis t Puge .>b ) 

27. In order to improve the health of elder children more attention 
Should be paid to those between the ages ol one to live ^I’age 59, ) 

28. The employment of female kaboui bung a well -established practice 
m many industrial concerns in India umi since no h gal obligation exists 
except in liombay Presidency lor the compulsmy provision ol crcchea for 
the children of these women vvorkeis the time seems ripe lor 6uch provi- 
sion being made compulsory by legislative enactments 

While the routine work may be entrusted to an untrained ayah the 
direction and supervision of the subordinate stall should be in the bands 
of an experienced and qualified woman. (Page G1 ) 

29. Official responsibility for institutions for orphans and illegitimate 
children, etc., should be shared by provincial medical and public health 
departments. (Page Gl.) 


Training of Staff. 


30. If maternity and child welfare services are to be properly organised 
and integrated into official departments, special training for medical 
officers in charge is necessary’. (Page 62 ) 


31. In order to attract medical women to the field of preventive 
medicine, and especially’ to that part dealing with maternity and child 
welfare work, the conditions of service should be improved. (Page 
62.) 

32. For the post of Superintendent of a health school, an experienced 
mid qualified health visitor is most suitable (Page 64.) 

33. It is desirable that the regulation of examinations and the issue 
of certificates to nurses, midwives and health visitors should be con- 
ducted by the provincial Nursing Councils In the same connection, 
attention is invited to the English Ministry of Health methods and to the 
desirability of forming some central body whose duty it will be to main- 
tain uniform standards and to facilitate the reciprocal recognition of certi- 
ficates by different provinces (Pages 64, 69 ) 


34. Some experience of general nursing is a great asset to the health 
visitor and the authorities of health schools should consider the question 
of modifying the curriculum for health visitors’ training in such a way as 
tu include experience of general nursing (Page 60.) 

or Tn order to provide suitable practical training, every health 
school should toe attached to it a sselfarc centre. (Page 67.) 
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36. Arrangements should be made for a period of residence and 
practical training in a rural area as a definite part of the curriculum in 
every health school (Page 67.) 

37. E\ery health school bliould organise annual refresher courses 
and health visitors, whether employed by Government or by voluntary 
oi "animations, who attend these courses, should be regarded as on duty 
and travelling allowance to and from the course should be paid to them. 
(Page 67.) 

38 No hospital with less than 100 midwifery cases per annum should 
be accepted as suitable for training purposes (Page 69.) 

39. In order to obtain a larger number of candidates for training as 
midwives and health visitors and, since it is difficult to obtain Indian 
girls prepared to bear the cost involved, a system of awarding stipends 
should be more generally adopted both by official and voluntary organisa- 
tions (Page 70 ) 

40 In the training course for midwives, domiciliary experience 
should be included, especially for those women who are to work in rural 
nieas. (Page 71 ) 

41 As in the case of health schools, training institutions for mid wives 
should conduct annual refresher courses, especially for those midwives 
who are working m rural areas (Page 71 ) 

42 Owing to the confusion which is caused by the variations in 
nomenclature used for the different grades of midwife in different pro- 
vinces. it is suggested that only two terms, viz, “ midwife ” and “ assist- 
ant midwife ” should be employed in future (Page 72.) 

43. Under present circumstances many hospitals train both midwives 
and assistant midwives concurrently Tins is a system which is to be 
deprecated (Page 72 1 

44. Whilst it is agreed that the tiainmg and employment of dats is 
essential to meet existing conditions, this should be regarded only as a 
temporary expedient Various suggestions have been made for the im- 
provement of the courses of training required for these women and for their 
supervision and employment (Pages 73 — 76 ) 

45 In the larger towns where adequate numbers of trained midwives 
are available, the licensing and recognition of dois should be discontinued 
(Page 76 ) 


Legislation. 

46. Not only is improved registration of births necessary in those areas 
which have their own Births and Deaths Registration Acts, but every P r0 ‘ 
vince should adopt a compulsory system of births and deaths registration 
In addition, more stringent enforcement of existing regulations should W 
practised, if necessary, by prosecution in selected cases (Page 77.) 

47 The urgent need for more accurate figures and for more skilled 
classification and calculation of rates has been pointed out. These questions 
should be given every consideration by provincial public health depart- 
ments. (Page 77.) 








